



BEB 24 1945 

































b 

1 | 
5B 
— 
i 

it 
INA y 





"Ve 





in i 


South Carolina Medical Association) 


VOL, XLI, NO. 2 








FEBRUARY, 1945 





yi 


CONTENTS _ Bases Ure 


Article Author Page 
Treatment of Burns Henry N. Harkins, M.D., Ph.D. 27 
Medical Statisties of South Carolina A. M. Lassek, M.D., Ph.D. 30 


Choline in the Treatment of Jaundice 


! ‘arolyn Moore MeCue, | 32 

in Infaney (Case Report) Carolyn Moore McCue, M.D. 32 
The History of Urology in South 

Caeaiien James J. Ravenel, M.D. 34 
Editorials — Ten Point Program — News Items — Publie Health News — Aero Sakos — 


Pathological Conference — Book Reviews 


BACKGROUND 


Three Decades of Clinical Experience 


HE use of cow’s milk, water and carbohydrate mixtures represents 

the one system of infant feeding that consistently, for three decades, 
has received universal pediatric recognition. No carbohydrate employed 
in this system of infant feeding enjoys so rich and enduring a back- 
ground of authoritative clinical experience as Dextri-Maltose. 














DEXTRI-MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 

DEXTRI-MALTOSE No. 2 (plain, salt free), permits salt modifications by the 
physician. 

on ~~ No. 3 (with 3% potassium bicarbonate), for constipated 
abies. 


These products are hypo-allergenic. 


DEXTRI-MALTOSE 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching 
unauthorized persons 
Mead Joh & Company, Evansville, Ind.. U. 8. A. 




















Penicillin shatters old concepts and is rap- 
idly creating many new ones. This applies 
particularly to the treatment of empyema. 
It has been demonstrated that penicillin will 
usually sterilize the pleural exudate, pro- 
vided the infecting organism is penicillin 
sensitive. A significant number of patients 
with pneumococcic, streptococcic, and 
staphylococcic empyema were improved or 


recovered after repeated aspiration of the 


FINE PHARMACEUTICALS SINCE 1886 





pus and injection of penicillin. 

Constantly expanding activities on the 
part of the Upjohn research laboratories 
and manufacturing staff are devoted to 
keeping The Upjohn Company in the fore- 
front of penicillin developments. More and 
more penicillin is becoming available for 
civilian practice. 

Penicillin (Upjohn) is supplied in vials 
containing 100,000 Oxford units, 
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Treatment of Burns 


Henry N. 


Associate Professor of Surgery, Johns Hopkins 


3urn treatment has been greatly advanced by re- 
newed interest in the subject caused by the present 
war. There is probably less disagreement concern 
ing and more standardization of burn therapy than 
there has been for six years, since 1938, when the 
then prevalent tannic acid method was first ques- 
tioned. With the present clarification of the subject, 
it is time to take stock. For this purpose, the follow- 
ing division of burn treatment under five headings 
serves as an outline for standard methods and un- 
settled questions: 


Outline of Burn Therapy 


I. Local Treatment of Fresh Burns. 
II. Early General Treatment of Burn Shock (0-48 
hours. ) 


III. Late General Treatment of Burn Sepsis, 
Toxemia, Anemia and Hypoproteinemia. (After 48 
hours.) 

IV. Early Plastic Treatment of Granulating 
Areas. * 

V. Late Plastic Treatment of Scars and Con- 


tractures. 

It is important to point out before discussing each 
of these phases of burn treatment in detail that the 
first four of them form a unit. The local and 
general care and early plastic care should be per- 
formed concurrently and conjointly. One of these 
is not complete without the others and they should 
preferably be performed by the same surgeon. De- 
lays between these phases are dangerous and it is 
an unfortunate event to end up with a well dressed 
burn but a dead patient. Similarly early local care 
and general care without prompt grafting of granu- 
lating surfaces is like doing a cholecystectomy and 
then forgetting to close the abdominal wound. On 
the other hand, the late plastic alteration of scars 
and deformities had best be delayed several months 
until infection is out of all the lymphatic spaces. 
This late phase of burn treatment listed as “V” 
above can wisely be performed by another surgeon. 

(Paper given before the Annual Refresher Course, 


Medical College of the State of South Carolina, 
Charleston, South Carolina, November 1, 1944.) 


HARKINS, 


M.D., Px.D. 


University Medical School, Baltimore, Maryland 


Thus, in military surgery, the first four elements 
of burn treatment listed above should usually be 
done near the scene of the accident, while for the 
late plastic care the patient can be brought back to 
this country. 

Consideration will now be given to certain as- 
pects of the five phases of burn treatment. 


I. Local Treatment of Fresh Burns 


burn treatment was 
introduction in 1925 until 1938, 
when its safety began to be questionéd. The whole 
subject of the toxicity of tannic acid has been re- 
viewed by McClure, Lam and Romence (1944) in 
an article entitled “Tannic Acid and the Treat- 
ment of Burns: An Obsequy.” In this article these 
authors point out the high incidence of liver nec- 
rosis in burn patients treated with tannic acid. Non- 
fatal cases frequently show a marked disturbance 
of liver function in the acute stage of the burn. The 
liver reproduced 


The of tannic acid in 


popular from its 


use 


lesion is easily 


wound 


experimentally. 
healing experiments on ani- 
mals and on human donor sites indicate that tannic 
acid retards healing considerably. The disastrous 
action of tannic acid as far as the healing of burn 
wounds is concerned has also been noted by Ding- 
wall and Andrus (1944) and others. Now that tan- 
nic acid is no longer used, three other methods of 
burn treatment at this time. Of 
these the first, or pressure dressings, is the most 
popular at the present time. The second, or plaster 
casts, is a modification of the pressure dressings, 
technic, and utilizes the same principle, while the 
third, or Bunyan bag, is chiefly chosen in Great 
Britain. 

A. Pressure Dressings. 


Furthermore, 


deserve mention 


When the burn is first 
seen it should be wrapped in sterile sheets or towels 
without other medication until the definitive dress- 
ing can be-carried out. In our clinic as well as several 
others, burns are no longer debrided except under 
special circumstances. This method was first adopt- 
ed at the time of the Cocoanut Grove disaster. and 
has the following rationale as summarized by Can- 
non (1944) “No debridement of the burned sur- 
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faces was done because evidence accumulated indi- 
cated that an increase in contamination of the 
wound resulted. Only by vigorous scrubbing of the 
surface could this contamination be reduced, How- 
ever, the trauma of such scrubbing necessarily causes 
damage to viable cells and reduces the effectiveness 
of the important factor of tissue resistance in pre- 
venting invasive infection.” A fine mesh gauze is 
placed on the burn without rupturing the blisters. 
This plan is justified by the absence of bacterial 
growth in cultures of blister fluid taken at inter- 
vals after the burn. The outer wall of intact, or even 
of ruptured blisters, acts as a protective membrane 
and may be considered as Nature’s dressing for the 
ideal covering for a burn. Dingwall and Andrus 
(1944) in their study of experimental burns in human 
volunteers noted three instances in which blisters 
were still unperforated and the fluid had been re- 
absorbed while the lesion had healed at the end of 
seven days. The nature of the fine mesh gauze to 
be placed over a burn or its unruptured blisters is 
largely an academic problem at the present time. 
Vaseline, zeroform, sulfonamide, or plain dry or 
saline gauze may be used. Owens (1943) of the 
Ochsner Clinic is an especial advocate of saline 
gauze. Boric acid ointment may lead to toxicity in 
extensive burns, while absorption of too much sul- 
fonamide may occur if a water-based sulfonamide 
ointment is used. It thus seems logical that the 
simplest and blandest covering for the burn is best. 
Dr. Lund of Boston (1944) is in agreement with 
this, stating “I have become such a_ therapeutic 
nihilist on the subject of chemical applications to 
the surface of burns, that, as some people know, 
we have given up any application now except dry 
gauze, counting on rest, pressure with or without 
plaster, as creating as good conditions as we know 
of for the healing of a burn, and allowing those 
dressings to remain up to three and even four 
weeks.” Over the fine mesh gauze should be placed 
a liberal amount of fluffed mechanic’s waste, and 
the final layer of the dressing should be formed of 
an elastic bandage. Thus a uniform pressure is the 
desired result. Such pressure can be accomplished 
over the extremities with ease and over the face 
and head if the surgeon is willing to take the time 
to do it. Over the trunk such a dressing is some- 
what difficult to put on large subjects, but is always 
possible. The change of such a dressing should 
preferably not be done for ten to fourteen, or even 
twenty-one, days. Dr. Lund of Boston epitomizes 
this as follows: “The less often you dress a burn 
the faster it heals.” After the dressing is removed 
the ideal thing is to get the burned surface in shape 
for grafting as soon as possible. An advantage of 
the pressure method dressings is that fewer burns 
need to be grafted. When grafting is necessary the 
application of pyruvic acid as advised by Connor 
and Harvey (1944) offers considerable promise in 
extending the removal of sloughs. In experimental 
animals the slough can be removed in 48-72 hours 
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with immediate grafting of the wound. This, of 
course, deserves further study before it is applied 
to human beings. 

B. Plaster Casts. The article by Levenson and 
Lund (1943) summarizes the use of such casts in 
twenty-two burn patients. The casts are applied skin 
tight and the principle is the same as that of a pres- 
sure dressing. These casts are especially applicable to 
the extremities and provide ideal protection against 
outside infection and trauma of _ transportation. 
Swelling is prevented and the results seem good. 

C. Bunyan Bags or Envelopes. The latest report 
on this type of burn treatment is that of Osborne 
(1944) appearing in the British Journal of Surgery. 
This author used Bunyan bays in eighteen cases of 
burns in the past nine months with good results. 


II. Early General Treatment of Burn Shock 
0-48 hours) 


The most important item in the treatment of shock 
is to provide adequate fluid therapy. Oligemia is the 
most important general result of a serious burn and 
thus its control is the most important side in 
general burn therapy. Several liters of plasma may 
be lost from and into the burn surfaces and such 
plasma loss should be restored. The quantitative 
estimation of the amount of plasma loss in experi- 
mental burns was first determined by Blalock in 
1931. The amount of plasma that should be given 
can be calculated according to previously described 
formulas as follows: 


RULES FOR PLASMA DOSAGE 
CALCULATION IN BURNS 


I. Clinical Observation. 

Il. First Formula (Author) 

50 cc. plasma for each per cent of body surface 
burned. ‘ 

IIl. Laboratory Formulas. (All by author except 
where stated) 

100 cc. plasma for each point hematocrit exceeds 
normal of 45, or: 

(a) 150 cc. for each blood specific gravity increase 
of 0.001 over normal of 1.060 (Phillips). 

(b) 300 cc. for each gram hemoglobin exceeds 
normal of 15 (Phillips). 

(c) 50 cc. for each per cent hemoglobin exceeds 
normal of 100. 

(d) 50 ce. for each 100,000 r. b. c. exceeds normal 
of 5 million. 

The nomogram of Jenkins, Schafer, and Owens 
is a graphic representation of these formulas. Whole 
blood may be substituted for plasma when the latter 
is not available. Even when plasma is available, one 
liter of whole blood should be given for every two 
liters of plasma administered. In addition to whole 
blood and plasma, electrolytes are advisable in the 
early stages of burns. The recent work of Rosenthal 
(1943) and of Fox (1944) has indicated the possi- 
bilities of electrolyte therapy in burns. The subject 
of fluid therapy in burns has been reviewed by Moyer, 
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Coller, lob, Vaughan and Marty (1944). Such solu- 
tions are preferably given by mouth and in severe 
burns as much as 6-8 liters may be given the first 
day. If the the vomited 
should be restored by mouth. 1 /6th molar sodium 


patient vomits, amount 
lactate may be used as an electrolyte solution, but 
if the fluid is kept up for several days, as it should 
parts of 
Hartmann’s solution with one part of 1/6th molar 


be in serious burns, a mixture of two 


sodium lactate forms the ideal sodium electrolyte 
Evans (1944) doubts the value of sodium 
lactate in burns and points out that the main em- 


mixture. 


phasis should be placed on blood and plasma. 


III. Late General Treatment of Burn Sepsis, 


Toxemia, Anemia, and Hypoproteinemia 


The control of burn sepsis is much improved now 
that the sulfonamides and penicillin are available 
for this purpose. Each patient is given a prophylactic 

? 


dose of 2 gms. of sodium sulfadiazine intravenously 


about three hours after admission. Subsequently, 
while sepsis still presents a menace, this drug is 
given by mouth in dosages of 6 gms. daily. Local 
sulfonamides are not used except in a relatively non- 
absorbable form because adequate local concentra- 
tion can be obtained by general administration, and 
furthermore, powdered sulfonamides on burn sur 
faces may lead to overabsorption. Toxemia is pre- 
vented and controlled by adequate fluid intake, plus 
continuation of electrolyte therapy as outlined above. 
Two Hartmann’s-lactate mixture a day 


should be given for one or two weeks after serious 


liters of 


burns. The control of burn anemia and hypopro- 
teinemia is of vast importance. This should be ac- 
complished with adequate and frequent transfusions 
of blood, amino acids by vein, and most important, 
a high-protein diet giving 150-200 grams of protein 
per day with adequate vitamins. Severe burns should 
get 1.0 gram of ascorbic acid a day. 


IV. Early Plastic Treatment of Granulating 


Areas 


This aspect of burn treatment has been considered 
previously by the author (1942 and 1943). In any 
case with granulating surfaces resulting from a burn, 
it is extremely important that grafting be begun as 
soon as possible. In all cases the so-called principle 
the wound should be carried out. As 
long as a granulating area is present the burn is not 
healed and the wound is not closed. No physician 


of closure of 


should treat severe burns who does not know when 
how to skin-graft the resulting granulating 
surfaces. Any burn granulating surface more than 
two inches in diameter, or which appears that it will 
take more than three additional weeks to heal, should 
be skin-grafted. 


and 


Skin-grafting of burns is most simply done with 
the Padgett-Hood dermatome. The most recent de- 
velopments in the use of the dermatome concern 
the use of fibrin cemented grafts as introduced by 
Sano (1943) and the application of transparent film 
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to the dermatome by Webster (1944). The Webster 
method the ttransparent 
cellophane film to the roller surface of the derma- 
tome. The skin-graft is then cut with the cellophane 
covered drum and comes off attached to the cello- 
The skin 


taken dermatome in 


involves cementing of a 


and 
the 
unit. Patterns can be cut, or the graft cut up into 
postage stamp grafts, with the cellophane still at- 
tached. This 
siderable aid in using the dermatome. 


phane. cellophane sheet graft can 


then be away from one 


technical improvement gives a con- 


V. Late Plastic Treatment of Scars and 


Contractures 


This aspect of burn treatment is considered in 
Brown and McDowell's recent book and since it is 
not necessarily the province of the doctor originally 
taking care of the burn it will not be considered in 


detail at this time. 


SUMMARY AND CONCLUSIONS 


The treatment of 
with the early and late, local and general, primary 
and _skin-grafting the 
good when they are carefully correlated with each 
other. 


burns is a continuous process, 


phases, accomplishing most 


The use of infrequently changed pressure dress- 
burn 
shock, and the early skin-grafting of all burn granu- 


ings, the adequate and prompt treatment of 


lating surfaces, are three of the most important 
principles of burn treatment. 
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Medical Statistics 


of South Carolina 


V. The Status of Specialization of Physicians in 
the state and among the graduates of the 
Medical College of South Carolina 


A. M. Lassex, M.D., Pu.D. 


There are a number of factors which may be im- 
portant to the future of medicine in South Caro- 
lina. These are the following: the economic status 
and hospital facilities in each county; the number 
of students enrolled in the medical college; the 
quality of the students on graduation and finally the 
pre medic background of the accepted applicants to 
the medical college. Of all these, the economic con- 
dition may be the most difficult to alter. In fact, | 
believe the decision has already been made by some 
high ranking federal authorities that medicine is 
easier to change than any local economic situation. 
The South Carolina hospital facilities and the loca- 
tions of the living graduates of the medical college 
has recently been reported.2. 3. 4. 8 The present 
study is an attempt to answer in part what our 
physicians do after graduation. Postgraduate ac- 
complishments may be the criterion determining the 
value of our state medical school. 


As in previous studies of a similar nature, the 
source of the information is the American Medical 
Directory of 1942.1 The data for this directory was 
accumulated just prior to the onset of the current 
world war and is, therefore, indicative of normal 
times. It is hoped that the study will be accepted as 
purely non-critical and impersonal. 


RESULTS 


In 1942, South Carolina had 285 (20.0%) of 1,427 
physicians who limited their practice entirely to a 
specialty and another 180 (12.6%) who were part 
time specialists. 


The following is a list with the number of full- 
time specialists included in each: Surgery, 46; 
Ophthalmology, Otology, Laryngology, and Rhinol- 
ogy, 46; Public Health, 44; Internal Medicine, 32: 
Pediatrics, 23; Urology, 21; Radiology, 15; Ortho- 
pedic Surgery, 12; Obstetrics and Gynecology, 8; 
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Psychiatry and Neurology, 7; Dermatology, 5; 
Proctology, 4; Tuberculosis, 4; Pathology, 4; Clini- 
cal Pathology, 4; Ophthalmology, 3; Obstetrics, 2; 
Otology, Laryngology and Rhinology, 2; Allergy, 1; 
Bacteriology, 1; and Industrial Practice, 1. In a 
state with 1,899,804 population, there were no specia- 
lists limiting their practice to Neurological Surgery, 
Plastic Surgery, Anesthesiclogy, Gynecology, Cardi 
ovascular Disease, Gastroenterology, Psychiatry 
alone and Neurology alone (Table 1). 

The values for the part-time specialists were the 
following: Surgery, 69; Pediatrics, 26; Obstetrics 
and Gynecology, 14; Obstetrics, 14; Ophthalmology, 
Otology, Laryngology and Rhinology, 8; Urology, 
6; Radiology, 6; Industrial Practice, 6; Tuberculosis, 
5; Otology, Laryngology, and Rhinology, 5; Proctol- 
ogy, 4; Anesthesiolog, 4; Gynecology, 3; Ophthal- 
mology, 2; Psychiatry and Neurology, 2; Dermatol- 
ogy, 1; Cardiovascular Disease, 1; and Pathology, 
1. There were no part-time specialists in the follow- 
ing: Neurological Surgery, Orthopedic Surgery, In- 
ternal Medicine, Allergy, Tuberculosis, Clinical Path- 
ology, Bacteriology and Public Health (Table 1). 


Of the 465 full and part-time specialists in South 
Carolina, 101 (21.7%) had been approved or ac- 
credited by the Examining Boards in Medical 
Specialists of the Council on Medical Education 
and Hospitals. Only two states in the southeast, 
Arkansas and Alabama had a lower absolute num- 
ber in this respect. 


22 (1.5%) of the physicians practicing in South 
Carolina in 1942 had taken National Board exami- 
nations. Of the southeastern states, only Arkansas 
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had a lower number of physicians taking this ex- 
amination. 

The ten largest cities of South Carolina (Charles- 
ton, Columbia, Greenville, Spartanburg, Anderson, 
Florence, Rock Hill, Sumter, Greenwood, and 
Orangeburg) with 15.3% of the entire population 
had 84.6% of the full-time and 48.9% of the part- 
time specialists. Both considered together amounted 
to 70.8%. The urban centers, all those with 2,500 
or more population, had 94.7% of the full-time and 
84.4% of the part-time specialists or 90.8% when 
considered together. 

The four richest counties of the state (Richland, 
Charleston, Greenville, and Spartanburg) had 68.0% 
of all the full-time and 289% of the part time 
specialists. Allendale, Bamberg, Calhoun, Clarendon, 
Fairfield, Hampton, Jasper, McCormick, Pickens, 
and Union had no full-time specialists. In the follow- 
ing counties, the only full-time specialist was in the 
Public Health field: Abbeville, Aiken, Barnwell, 
Berkeley, Colleton, Darlington, Dorchester, Edge- 
field, Georgetown, Horry, Kershaw, and Lee. The 
same 22 counties had 43 part-time specialists. 


The Role of the State Medical College Graduates 


Of the 1,102 living graduates of the Medical Col- 
South Carolina in the U. S. in 1942, 534 
were in general practice, 240 (218%) 
specialists, 163 (14.8%) were part- 
time remainder (14.9%) 
were either interns, residents, retired, not in prac 
tice, or in some branch of the federal service. 158 
of the 240 
whereas 82 were located outside of the state. 112 of 
the part-time specialists were in South Carolina and 
51 were located elsewhere. 71 of our graduates had 


lege of 
(48.5% ) 
full-time 
specialists 


were 
whereas the 


full-time specialists were in the state 


passed the American Board of Specialties whereas 
only 9 had taken the National Board examinations. 
The following is a list of the main specialties with 
the number of full-time physicians in each: Public 
Health, 44; Ophthalmology, Otology, Laryngology 
and Rhinology, 38; Surgery, 26; Urology, 23; In- 


ternal Medicine, 17; Pediatrics, 17; Obstetrics and 
Gynecology, 9; and Radiology, 8. None of our 
graduates have become interested in Neurological 


Surgery; Plastic Surgery; Gynecology alone; Al- 
lergy; Cardiovascular Disease; and Gastroenterol- 
ogy as full-time specialties (Table 2). 

1 have studied the specialization of graduates of 
a medical school located in another region of the 
U. S. with about the same total number as ours. 
36.3% of these graduates against our 21.8% be- 
came full-time specialists. 315.0% more of them had 
taken the American Board whereas 3,967.0% more 
had taken the National Board examinations (Table 
2). 

COMMENT 

Previous statistical investigations have shown 
that in the past quarter century there has been a 
distinct evolution toward urbanization of physicians 
in South Carolina. 2. 3. 4.8 If the plans of the 
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Federal Government materialize, then in the next 
quarter of a century or more there will be de- 
veloped a trend toward medicine in which the county 
is the declared unit of action. Hospitals with proper 
and adequate personnel will be provided in the 
needy districts of the U. S. Adequate personnel 
may imply the assignment of various specialists to 
county health centers. One of the defense explana- 
tions of certain writers who favor private medicine 
is that much of the bad medicine in the U. S. is due 
to bad economics. This has been answered by a 
high ranking official in the Public Health Service 
that it is easier to change medicine than it is eco- 
nomics. 

The present study indicates that there has been 
a greater urbanization of specialists in South Caro- 
lina than there has been of physicians in general. 
Where as 51.3% of all our physicians were located 
in our ten largest cities, 84.6% of all full-time and 
48.9% of part-time specialists were located in the 
same cities in 1942, The 57 urban communities of 
South Carolina which had a population of 2,500 or 
over had 75.8% of all our doctors but 94.7% of 
the full-time and 84.4% of the part-time specialists. 
Only 5.3% full- and 15.6% part-time specialists 
were located in the rural centers. Part-time special- 
ists were spread more evenly over the smaller sized 
urban centers . 

The four counties which have the largest urban 
centers and are the richest financially had slightly 
over two-thirds of all the full-time and over one- 
third of the part-time specialists. These same coun- 
ties had slightly over one-half of all the general 
hospital beds in South Carolina. There were 22 
counties in South Carolina which have no full-time 
specialists in private practice. 

35.4% of the specialists in South Carolina had 
passed the American Board of The 
average for all the southeastern was 32.1% 
in this respect. The percentage for one state outside 
of the southeastern region was 50.0%. 1.5% of all 
the physicians in South Carolina had taken the 
National Board examinations. The average for the 
southeastern states was 2.0% whereas in the extra- 
regional state quoted immediately above the value 


Examiners. 
states 


was 11.8%. The state in the southeast with the 
highest relative percentage of specialists and the 


greatest number taking the National Board exami 
nations was North Carolina. 

Slightly more than one-fifth of all the living 
graduates of the state medical college had become 
full-time specialists in 1942, Public Health led in 
the specialty selected with Otology, Ophthalmology, 
Laryngology and Rhinology; 
Pediatrics and Internal Medicine being the main 
ones and listed in the order of their frequency. It is 
interesting that Public Health, which ranks first, is 
a socialized form of medicine. In comparison with 
graduates of certain schools outside of the south- 
eastern region, there appears to be a reluctance to 
meet the requirements of the American Board of 


Urology; Surgery; 
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Examiners and the National Board. Only 9 out of 
1,102 living had to the 
National Board of Examiners. There is an explana- 


our graduates submitted 
tion for this which may or may not merit our seri- 
ous consideration. 

On final analysis, it appears that under private 
medicine in South Carolina, there has been an evolu- 
tion toward urbanization of hospitals, general prac- 
This 


trend is antagonistic to the declared approach of the 


titioners and overwhelmingly of specialists. 


Federal Government which believes that adequate 


and should be 
provided to all the people in each needy county or 


district in the U. S$. 


hospitals, personnel medical care 


CONCLUSIONS 


1. There has been an overwhelming urbanization 
of specialists in South Carolina. 

2. The ten largest cities of the state had 84.6% 
the full-time and 48.9% of part-time specialists. 
3. The of Richland, Charleston, 
ville and Spartanburg had 68.0% all 
time and 28.9% of all part-time specialists. 


of 
counties Green- 
of the full- 

4. The most popular specialties in South Carolina 
are the following: Surgery; Ophthalmology; Otol- 
ogy, Laryngology and Public Health; 
Internal Medicine; Pediatrics; Urology; Radiology 
and Orthopedic Surgery. 

5. No physicians in South Carolina were listed in 
the 
Surgery, 


Rhinology ; 


following full-time specialties: | Neurological 


Plastic Surgery, Anesthesiology, Gyne- 
cology, Cardiovascular Disease, Gastroenterology, 
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Psychiatry alone and Neurology alone. 
6. 21.8% 


medical 


of all the living graduates of the state 


college were full-time specialists in 1942. 


14.3% were situated in the state. Public Health was 
the leading full-time specialty. 

7. 148% of all the living graduates of the medi- 
cal college were part-time specialists. 10.2% were 


located in the state. 

8. By comparison with a school located in another 
region, we rank low in the number of graduates tak 
ing the American Board and National Board exami- 
nations. 
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Choline in the Treatment of Jaundice 
in Infancy (Case Report) 


CaroLyN Moore McCue, M.D., Sparranpure, S. C. 


The artificial production of liver cirrhosis in ani- 
mals has been used for several years to study forms 
of therapy. Lowry, Dait, and others reported the 
prevention of cirrhosis in rats on an alcoholic diet 
the addition of choline, methionine or casein. 
They also showed a rapid regression of symptoms 


by 


if these elements were used in treatment after the 


cirrhosis had developed. Broun and Muether have 
to 


of 


given choline adults with portal cirrhosis and 
had and of with 
general improvement. I have found no record of its 


use in children. 


regression ascites size liver 


Report of a Case 


3renda P., a 15 month old white female, was first 
seen on Feb. 1, 1944, with the complaint of jaundice 
month’s duration. At the onset she had 
moderate jaundice, pale stools and dark urine, but 
no fever or gastro-intestinal symptoms. Except for 
the jaundice she was apparently entirely well. After 
a trip to Virginia two weeks before, she developed 


of one 


». 
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a cold and icterus deepened. Pain in the abdomen 
with some obvious enlargement, and fever developed 
only two days before she was first seen. The ap- 
petite was poor, but there was never any vomiting 
or diarrhea. There were no hemorrhage phe- 
nomema. 

Family history was not contributory. 

Past that she had been mildly 


jaundiced eight months 


revealed 
the of 


history 


at age for a two 


week period. This had cleared without the appar- 
ance of other symptoms, without medical care. 
Physical examination revealed a dehydrated, deep- 
ly icteric, acutely ill girl of 15 months. Weight was 
26 pounds and 4 ounces. The temperature was 104 
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There was only slight injection of the 
pharynx. Heart was rapid, 140/min. and displayed 
no enlargement or murmurs. The B. P. was 120 /60. 
The lungs were clear. A tense abdomen was dis- 
tended by a large firm liver which extended to the 
umbilicus. The spleen was barely palpable. No ascitic 
fluid could be demonstrated, and there was no edema. 

Laboratory revealed a catheterized urine 
with a deep yellow color of bile, 1 plus albumen, 
8 white blood cells and rare red blood cell and 
granular cast. A few of the white cells were clumped. 
The stools were clay colored, and negative for 
blood, ova and parasites. Blood showed a hemo- 
globin of 60% with 2,930,000 R. B. C. and 9,800 
W. B. C. with 33% polymorphonuclears, and 67% 
lymphocytes. Icteric index was high and total blood 
proteins 8.5 gms. per 100 cc. 

She was given intravenous injections of 10% 
glucose 2 or 3 times a week for the next 3 weeks, 
as well as sulfathiazole in moderate doses, and a 
high protein, high carbohydrate, and low fat diet. 
Added vitamins B. C. and K were given orally. 
While she continued to stay deeply jaundiced and 
have the large liver, the temperature fell promptly 
and remained around normal in this period. Urine 
showed 8-10 W. B. C. and rare R. B. C. constantly 
with a 1 plus albumen. 

When the fever recurred on Feb. 22, the case was 
discussed with Dr. D. Lesesne Smith who suggested 
she be sent to Dr. Sam Ravenel in Greensboro, N. 
C. for careful laboratory studies. She was hospital- 
ized for 10 days. Dr. Ravenel reported the follow- 
ing tests. Icteric index was 75. Clotting time and 
fragility test were normal while the bleeding time 
was slightly delayed. Mantoux and Kahn were 
negative. Aggutinations for typhoid, para A and 
B, abortus and tularemia were negative. The Vanden 
Berg reaction was delayed and direct. The blood 
showed a hemoglobin of 70% with 3,250.000 R. B. 
C. and 7,200 W. B. C. with a normal differential. 
Urine was negative then. After a transfusion she 
clinically improved and returned home. 

For another month the jaundice remained about 
the same, the pharynx showed moderate injection 
and the urine some pus cells. The appetite was fair, 
but the progress was stationary with the huge liver 
increasing in size. During all this time she was re- 
ceiving intramuscular vitamin B twice a week and 
oral vitamins A, D, C, and K, with low fat and 
high carbohydrate and protein diet. Because she 
developed an urticaria to sulfathiazole on March 
14, this was discontinued. During the mid two 
weeks in March she lost 1% pounds and became even 
weaker. 

On March 21, 1944, she was started on one gram 
of choline chloride daily by mouth, with all factors 
of diet and vitamins the same that they had been 


degrees. 


studies 
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for 6 weeks. Four days later there was an amaz- 
ing clearing of the jaundice. The appetite improved 
almost dramatically and she became much stronger 
and more alert. 

During the following 6 weeks on the choline, the 
pharyngitis has cleared, and the urine has become 
negative. The liver has measurably decreased in size 
to 4 cm. in the midline, 4 cm. in the mid-clavicular 
line and 2 cm. in the mid-axillary line. At the onset 
these figures were 6, 8, and 4 cm. respectively. The 
icterus index has reduced to 9. The total blood pro- 
teins on April 30, 1944, were 5.45 with albumen 3.1 
and globulin 2.3. She has gained 2 1/4 pounds in 
that 6 week period. The hemoglobin rose to 90% 
as she has gained greatly in strength. Except for the 
hepatomegaly the physical examination was negative. 


COMMENT 


While it is, of course impossible to draw con- 
clusions from a single case observed for only 3 
months, especially one in which the outcome is 
known to be variable, it was dramatic enough in its 
response to choline to be worth reporting. The 
diagnosis of hepatitis which was probably secondary 
to a nephritis and pharyngitis must have had a 
hepatocellular element to have responded so well to 
choline. In view of the prompt improvement here, 
it would seem to be worth employing this drug in a 
large number of cases so that more definite con- 
clusions could be drawn. 


SUMMARY 


A case of jaundice, fever, and hepatomegaly in a 
15 month old girl is reported. The diagnosis of 
hepatitis secondary to a nephritis and pharyngitis 
was based on laboratory findings. Three months of 
supportive treatment failed to produce any improve- 
ment. Choline chloride was started in doses of one 
gram daily, and was followed by marked clearing of 
the jaundice in 4 days. In the subsequent 6 weeks 
the liver has decreased in size and there has been 
complete disappearance of all other symptoms. This 
case is reported to stimulate further trial of the 
drug in infancy. 
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The History of Urology in South Carolina 


James J. 


The history of urology in South Carolina may be 
said to have started in the colonial period but not 
practiced by specialists until about 1914. As in all 
other localities the general practitioner covered all 
fields until a comparatively recent date, some of 
them leaning more to one branch than the others. 
That urological problems absorbed the interest of 
some of these early physicians is well demonstrated 
by case reports found in the one hundred and fifty 
years of minutes of the Medical Society of South 
Carolina, the Charleston Medical Journal and Re- 
view, as well as articles by these men in early na- 
tional journals. 

It is interesting to follow through the years the 
development of knowledge and progress made in 
dealing with the various common disorders of the 
urinary tract. Perhaps a discussion of the entity 
rather than the man would create a difierent in- 
terest in the subject. Such an approach is rather a 
divergence from the usual which accentuates the 
characters and not the disease. 

Spermatorrhea: To us this is simply the expres- 
sion of an old chronic prostatitis and seminal vesi- 
culitis, yet in the years gone by the diagnosis of 
spermatorrhea was common. How often do we hear 
it today? Ninety years ago—1850, Dr. Francis Peyre 
Porcher* writes of his treatment and good results 
obtained by cauterizing the posterior urethra with 
strong solutions of silver nitrate. In a measure not 
unlike our present treatment of these oftimes vexing 
cases. 

Gonorrhea: In July, 1806, a lively discussion took 
place on the floor of the Medical Society of South 
Carolina on the query: Is the matter of gonorrhea 
capable of producing syphilis and vice versa? The 
members seemed quite divided on the issue but on 
June Ist, 1822, the court at Abbeville, South Caro- 
lina officially ruled that gonorrhea and lues venerea 
were one and the same disease. Praise be to Allah, 
the courts are not always correct. The history of 
the treatment of this disease from the time of the 
leech through the astringents, instillations, 
tions, vaccine, foreign protein, artificial fevers, to 
now the era of chemotherapy makes an interesting 
story but far afield of the purpose of this sketch. 

Hydrocele undoubtedly was treated surgically long 
before our records bear any witness to the fact. 
There is a record in 1802 of an operation for hy- 
drocele on a mistaken diagnosis and in 1844 Dr. 
Thomas Wells of Columbia describes his method of 
treating it by paracentisis but does not claim origi- 
nality. 

Stricture of the Urethra is a prominent malady 
mentioned in the earliest records. The treatment 
by gradual dilatation with bougies occupies much 
space in the old minutes and some of the old soft 
malleable bougies are still preserved in our museum. 


irriga- 


RaAvENEL, M.D., CuHarteston, S. C. 
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In 1845 Dr. James P. Jervey* reports on the opera- 
tion of external urethrotomy for the cure of stric- 
ture. So numerous are the reports that it impresses 
one, not only with the commonness of the disorder, 
but also the apparent inadequacy of the treatment. 

Extravasation from the lower urinary tract first 
appears on our records in 1802, when Dr. Edward 
Darrell Smith* reports a case of what he thought 
was acute hydrocele with gangrene and sloughing of 
the scrotum. The patient had had a complete anuria, 
or what was more likely, complete retention, for 
two days from a stone in the urethra. At the end 
of this time a communication between the urethra 
and scrotum developed with the escape of urine in- 
to the scrotum. Today we would recognize this 
rather promptly as extravasation of urine and not 
as an acute hydrocele. 

The same author reports in 1820 a case of a 
child with a stone in the urethra which finally caused 
fistulae to develop between the urethra, perineum, 
scrotum and rectum. 

These two cases picture for us the two types of 
urinary extravasation—the acute and the slower or 
chronic form. 

Calculous disease of the urinary tract came to 
America probably with the early settlers. I know of 
no study of the disease among the Indian. “I have 
found one reference which states that Dr. Joseph 
Glover* was the first native South Carolinian to 
do a lithotomy, which was in 1808. It further states 
that two previous operations had been done here by 
Dr. Turner of Connecticutt. Quite probably the 
honors go to Dr. Darrell Smith* who in 
1802 removed a stone from the urethra surgically 
while operating for extravasation of urine from the 
lower tract. 

In 1850 Dr. Bentham H. Ripley* makes the first 
reference I have found to giant renal calculus which 


Edward 


produced no symptoms, and he also records a case 
of ureteral stone with hydroureter and hydroneph- 
rosis presenting the symptoms of bladder stone. He 
operated for stone in the bladder, but if we stop to 
think, it is remarkable how many correct diagnoses 
were made by the older generations with nothing to 
aid them but a highly developed sense of observation. 

The chemical study of the composition of stone 
is probably quite old. Dr. J. F. M. Geddings* eighty- 
six years ago—1855, makes a note of removing a 
bladder of ammonio-magnesium 


stone composed 


phosphate with fat in the center. 
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Two definite cases of foreign body as a cause of 
stone are recorded in 1876 and 1882 by Dr. J. C. 
Maxwell of Greenwood and Dr. A. A. Moore of 
Camden. In the practice of onanism a piece of straw 
broke off in the uretha of one and a catheter in the 
other. The straw with its incrustations was removed 
with forceps but the incrusted catheter required an 
external urethrotomy. 

Kidney surgery: An accurate knowledge of the 
early renal surgery in South Carolina is hard to ob- 
tain. In my search the first record found is a report 
by Dr. J. W. Wyman of Beaufort in 1858, when 
he drained a right perinephritic abscess, removed a 
giant calculus and also a stone from the ureter. It is 
quite possible that others had done nephrolithotomy 
before this. 

Dr. T. Gaillard Thomas* in 1882 records a case 
of abdominal nephrectomy for hydronephrosis, the 
fifty-seventh recorded case. 

Dr. Manning Simons* in 1891 and 1894 writes on 
the operation of nephrorrhaphy. He states rather 
emphatically that the operation is not necessary in 
all cases of displaced or floating kidneys, as many 
cases of produce no symptoms and 
that is not always successful. Judging 
from the rather common operation of nephropexy in 


nephroptosis 
operation 


the early nineteen hundreds, Dr. Simons was ahead 
of his time in such observations. His mortality rate 
was 5%. 

Dr. R. S. Cathcart* in 1898 did a complete neph- 
rouretorectomy for tuberculosis of the kidney. This 
was stated by Dr. Howard Kelley to be the seventh 
one recorded. The first recorded case I can find of 
tuberculosis of the kidney ‘by a South Carolinian 
was made by Dr.. Horlbeck* in 1855. 

Prostatectomy was performed in Charleston on 
December 2nd, 1889 by Dr. R. B. Rhett.* He sup- 
rapubically removed the prostatic tumor. The next 
reference I have is that of Dr. B. W. Taylor of 
Columbia who did a suprapubic prostatectomy in 
1894. He at the time. recommended the two stage 
operation. 

The beginning of modern urology in South Caro- 
lina probably was about 1907 when Dr. T. Prioleau 
Whaley of Charleston began using the cystoscope for 
diagnostic purposes. Dr. Asbury Coward of Colum- 
bia had a cystoscope at about this time but appar- 
ently he did not use it (letter from Dr. M. H. Wy- 
man). In 1908 Dr. Whaley was joined by Dr. G. F. 
McInnes. Neither of these men confined their entire 
time to urology, however. The first two men in 
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South Carolina to limit their practices to urology 
were Drs. M. H. Wyman and W. R. Barron of 
Columbia. This was in 1914. Dr. Wyman began the 
study a little before Dr. Barron but Dr. Barron an- 
nounced that he was limiting his practice shortly 
before Dr. Wyman did. Immediately following this 
Dr. E. C. Baynard of Charleston announced the 
limiting of his practice to urology and became the 
first full time specialist to occupy the chair of Urol- 


“ogy in the Medical College of the State of South 


Carolina. 


The outstanding contribution to the specialty by 
a South Carolinian was the work of Dr. T. M. Davis 
of Greenville on transurethral resection. 
His conversion of the unacceptable Stern’s instru- 


prostatic 


ment into an acceptable one, his improvement in 
the technique of the operation and his populariza- 
tion of the procedure 
medicine of today. 


American 
His work has created 
and effort throughout the civilized world. 


(I wish to thank Dr. O. T. Finklea of Florence 
for a list of references he very kindly gave me. I 
regret that I have not been able to obtain much data 
from the state as a whole.) 


are bywords in 
interest 


*Physicians residing in Charleston. 
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ANNUAL MEETING CANCELLED 

In deference to the appeal made by Justice 
Byrnes and the War Committee on Conventions, 
the Council of the South Carolina Medical As- 
sociation has decided to cancel the Annual Ses- 
sion of the Association for this year. 

Efforts will be made to hold a meeting of the 
House of Delegates. Time and place of this 


meeting will be announced at an early date. 





STILL GOING STRONG 


While attending a district medical meeting re- 
cently, we met one of our older members. 

“How are you coming along these days?” was 
asked. 

“I’m still on the job,’ 
forty-five 


he answered. “I’ve just 
finished of general practice—and 
I haven’t had forty-five weeks of vacation in all 
of those years.” 

“Who is doing your night work for you?” was 
the next question. 

“I’m still doing it myself. I’ve told my people 
that I’ll keep coming when they call, but that they 
had best go easy on night calls or I won't last too 
long.” 

Forty-five years of hard general practice and still 
going strong, without a complaint. Of such a man 
our Association is justly proud and we offer our 


years 


congratulations and our best wishes for many more 
years of useful service to our former President, 
Dr: Jim DesPortes of Fort Mill. 





MEDICAL MEETINGS 


With large medical meetings being cancelled, it is 
incumbent upon county and district societies to make 
their gatherings an even greater source of informa- 
tion and scientific instruction. 

No matter how ‘many patients a physician may 
have to see in his office, no matter how many calls 
he may have to pay, no matter how tired he may 
feel—he owes it to himself and to his patients to 
slip away on occasion and to join his colleagues in 


an evening of social intercourse and exchange of 
ideas. He will come from such a gathering not only 
refreshed but intellectually stimulated, if those in 
charge of such a get-to-gether make the necessary 
arrangements. 
Many of our larger organizations have 
realized their responsibilities and the monthly meet- 
ings which they present are truly valuable. Many of 
our smaller county societies, however, have found 


county 


it well nigh impossible to have meetings which are 
sufficiently attractive to bring out their members. 
The result is that some of these societies have prac- 
tically “folded up for the duration.” 

Might we suggest two courses of action which 
these smaller societies might The first is 
through the district societies. Instead of one annual 
meeting, certain districts might well have two or 
three meetings during the year. Good talks and 
papers are not difficult to obtain. There are numbers 
in our who can furnish such, 

The second course is through joint meetings of 
two or more county societies. We know of three 
groups of county societies which are adopting this 
plan — and the results are encouraging. 

Physicians need to attend medical meetings, and 
it is the duty of county and district society officers 
to see that the opportunity is afforded for them to 
do so. 


pursue. 


Association 


MEDICAL COLLEGE EXPANSION PROGRAM 








The question of whether to adopt the proposed 
plan for expansion of the Medical College is now 
before the public. Physicians and members of this 
Association should be well acquainted with all the 
facts in the case so that they may discuss the plan 
with intelligence. These facts were given in a letter 
which was sent out by Dean Kenneth Lynch to 
physicians. The information in this letter is so vital 
that we publish it in order to make it a matter of 
record in our Journal. 

“Recently a bid for a medical school at the Uni- 
versity of South Carolina in a new location outside 
Columbia has appared in the public press, giving 
the possible inference of opposing plans. This is 
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not necessarily true. The aims and plans of the two 
institutions are subject to cooperation and coordi- 
nation to every advantage to both and to the State, 
while competition brings disadvantage to all and 
might cripple either or both. 


“The purpose of this letter is to give you the 
reasons for retaining and maintaining the school in 
its present location as contrasted with the new posi- 
tion proposed, and the savings to be effected by our 
program. 


“We start with the fact of the Roper Hospital, 
saving about 200 beds in construction, at a saving 
to the State in capital expense of at least $1,200,000. 

“Further, although parts of the Medical College 
plant are not new, on the whole it is good and 
should not be discarded. A complete new plant to 
replace it could not be constructed and put into use 
for under probably $2,500,000.00. 


“Also, we must remember that the annual cost of 
support of the Roper Hospital teaching patients is 


saved to the State. Last year that amounted to 
288,000.00. 


“Therefore, in order to build what is already 
here, there would have to a capital outlay of prob- 
ably $3,500,000.00, and to operate what is now free 
for our use would cost annually probably $288,000.00. 
.“Still further, the cost of employing such a staff 
as would be necessary for the hospital proposed at 
the University in its suggested location, while not 
now subject to accurate calculation, would most 
certainly be much greater than would the contem- 
plated staff here under our proposed program. 


“Incidentally, but very importantly, in considering 
the best opportunity for developing the State’s medi- 
cal school, it is well established in experience that a 
location within a populous center with ready access 
on the part of patients with the common every-day 
illnesses which constitute the main practice of the 
average doctor is very important. Medical schools 
which are not so located are at a distinct disad- 
vantage and some have had to make special and ex- 
pensive and troublesome arrangements to overcome 
it. At least one state medical school is now in the 
expensive throes of moving to such a location. Uni- 
versity medical schools are commonly physically 
separated by various distances from the campus for 
this reason and many of the leading schools: are 
thus dislocated. The present location of our school 
is definitely the best in the state, where it has a 
history and an experience which could not be pur- 
chased. 


“When all elements are considered, therefore, it 
seems clear that to abandon what is already in hand 
and to build entirely anew elsewhere would not only 
set up disadvantages which would be very expensive 
to overcome but that the initiai additional cost 
would run into the millions while the additional 
necessary annual appropriation from the State would 
be in the hundreds of thousands.” 
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FROM WASHINGTON 


Last year, the U. S. Senate Subcommittee on War- 
time Health and Education (Senator Claude Pepper, 
Chairman) held extensive hearings in Washington. 
Abstracts of some of the testimony presented have 
been presented in earlier issues of this Journal. 

The report of this committee was issued recently. 
We present herewith those sections which are of 
vital importance to our Association and to each of 
our members. Those who wish further information 
should secure the complete report and also the full 
text of the hearings. (These may be obtained through 
a physician’s local Congressman.) 


Training for Demobilized Physicians 


The quality of medical education in this country 
The 
schools have rendered outstanding service 
in the war by increasing the annual output of physi- 
cians 30 percent despite serious depletion of facilities 
and unpredictable Army and Navy policies, But the 
accelerated undergraduate courses, and the short- 
ened internships and residencies, will make it neces- 
sary to provide further supervised training for many 
recent graduates unless the future quality of medi- 
cal and dental practice is to be jeopardized. Most 
of the young graduates are well aware of this. A 
majority of the replies to a questionnaire recently 
addressed to medical officers of the Army and Navy 
indicated a desire for refresher and advanced courses 
in medicine after the war. Many thousands of physi- 
cian veterans will receive post-graduate training at 
Government expense under the terms of the G. I. 
bill of rights. Neither the need nor the demand for 
post-war advanced medical training can be met with 
the graduate teaching facilities and staffs now avail- 
able in medical schools. Expansion of such facilities 
through increased 


for the past two decades has been very high. 
medical 


provision of teaching hospitals 
and medical centers, as part of the program herein- 
after described and recommended, will therefore be 


required. 


Distribution of Medical Facilities 


The quality of American medicine at its best is 
very high. Unfortunately, American medicine at its 
best reaches only a relatively small part of the popu- 
lation. One of the greatest benefits of modern, scien- 
tific medicine is the early detection of conditions 
which, if neglected, may become seriously incapaci- 
tating or even fatal. Vast improvement is needed in 
the application of known diagnostic procedures. Only 
a negligible proportion of people get a_ periodic 
psysical check-up. Fifty-five percent of all cases 
of tuberculosis admitted to sanatoria are in an ad- 
vanced stage of the at the time of first 
admission: Many patients have cancer for months, 
or even years, before the disease is discovered, and 
a substantial number of cases remain undiagnosed 
until cancer has caused death. There is widespread 
neglect of prenatal care by which both maternal and 
infant death rates could be considerably reduced. 


disease 
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The reasons for the failure of medicine to apply 
more widely the known diagnostic and preventive 
and complex. One very im- 
portant reason is the lack of physical facilities and 
equipment in many parts of the country. Good medi- 


techniques are many 


cal practice today requires a concentration of skilled 
personnel and equipment that is found only in good 
hospitals, medical centers, or group clinics. 
Whereas the national ratio of general hospital 
beds was 3.4 per 1,000 population in the years just 
before the the ratios in Mis- 
sissippi and Alabama were less than half that. Ac- 
cording to the Surgeon General of the United States 


Public Health Service, 40 percent of our counties, 


war, such States as 


with an aggregate population of more than 15,000,000, 
have no registered hospitals. Many of the counties 
with hospitals have poor ones, even though they 
are registered. 

A study conducted by the American Medical As- 
sociation showed that only 2 percent of the popu- 
lation did not reside within 30 miles of some hos- 
pital, but this does not indicate the quality of the 
institutions, whether or not they have vacant beds, 
whether or not patients are financially able to use 
them, or whether racial barriers or legal require- 
ments residence their utiliza- 


concerning prevent 


tion by all who live in the vicinity. 
Distribution of Physicians 


s, and other 
medical personnel are marked in many communities, 
and, in general, medical personnel are inequably dis- 
tributed throughout the country. For example, in 
1944 Massachusetts had about 3 times as many active 
physicians in proportion to population as did South 
Carolina. Similar disproportions exist between other 


Shortages of doctors, dentists, nurse 





States and between local areas within the same State. 
Counties with more than 5,000 population may be 
without a single physician, while other counties in 
the same State may have 1 active physician for 
ach 1,000 people. 

Extensive studies conducted by the United States 
Public Health Service show that the distribution of 
physicians is influenced by several interrelated fac- 
tors, among which are community purchasing power, 
adequacy of hospital facilities, degree of urbaniza- 
tion, proximity to medical schools and teaching hos- 
pitals, and presence of professional colleagues. Of 
these factors, the first three are probably the most 
significant, and community wealth is probably the 
most important of all. In 1938, counties with per 
capita income of more than $600 had 8 times as 
great a proportion of physicians to population as 
did counties with per capita income of less than $100. 

Rural areas are generally less well supplied with 
physicians than urban areas. Strictly rural counties 
in 1938 had only about one-third as many physicians 
in proportion to population as did urban counties. 
Recent data supplied by the Procurement and As- 
signment Service show that the 81 counties reported 
to have no active physician, as well as the 141 coun- 
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ties reported to have more than 5,000 inhabitants 
per active physician, were practically all rural. The 
wealthier rural areas are better supplied than are 
the poorer rural areas, but even the wealthiest group 
of rural 1938 had 30 percent fewer 
physicians in proportion to population than urban 
areas with the same per capita income. 


counties in 


The shortage of physicians in rural communities 
is not due to medical care than in 
cities. Studies made by the Farm Security Admini- 


stration suggest that the burden of illness in rural 


less need for 


areas is the same as, or greater than, in urban 
centers. 
Situation Grows Steadily Worse In Rural Areas 


Despite this need, medical graduates have shown 
increasing reluctance in settle in 


rural communities. In North Carolina, for example, 


recent decades to 
the number of doctors in strictly rural areas fell 
from 1,125 in 1914 to 719 in 1940. In that year 73 
percent of the population of the State lived in rural 
areas, although such areas contained only 31 per- 
cent of the State’s physicians. The burden of car- 
ing for rural patients falls increasingly on the older 
practitioners who, despite sometimes heroic efforts, 
are frequently unable to do the work demanded of 
them. 

doubt 


There is no that lack of 


one of the 


hospitals and 
important 
factors in keeping doctors away from rural prac- 


diagnostic facilities is most 
tice. In fact, the presence of hospital ‘facilities alone, 
independently of such factors as community wealth 
and size of poulation, appears to attract physicians. 
This is suggested by a United States Public Health 
Service study which that among counties 
with per capita income of less than $300, those with 
no general hospital beds had 60 percent fewer doc- 
tors in proportion to population than did those with 
250 or more general hospital beds. 

Many 


shows 


crowded war-industry and extra-canton- 
ment communities are also suffering from a severe 
shortage of doctors. In some places shortages have 
been relieved by relocation of physicians through 
the Procurement and 
War others the 
situation remains critical and without hope of relief 
except through assignment of Public Health Service 
physicians, a proposal which Congress has rejected. 
Data submitted by the 
ment Service 


Service of the 
Commission, but in 


Assignment 
Manpower 


Procurement and Assign- 
that at the end of 1943, 553 
had more 3,000, 141 counties had 
5,000, counties had more than 
10,000 people per active physician in private prac- 
tice. In addition, 81 counties, 30 of which had 
populations of more than 3,000, had no practicing 
physician. 


show 
counties than 


more than and 20 


The wartime shortages are merely sharper mani- 
festations of the long-standing and steadily grow- 
ing maldistribution described above. There is every 


indication that maldistribution will become ‘even 


more marked after the war unless effective steps 
are taken to reverse the trend, As the older physi- 
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cians who remain in rural communities die or re- 
tire the situation becomes increasingly critical. Polls 
of the opinions of young Army and Navy doctors 
show that the vast majority want specialist training 
and practise, preferably with a group. Only 12% 
percent indicated a desire for rural practice. We 
may therefore expect the younger doctors and den- 
tists to continue to shun the countryside unless they 
are offered good professional surroundings, includ- 
ing modern hospital facilities and an opportunity to 
earn a good living. Without such positive incentives 
the opportunity for better distribution presented by 
re'ease of medical personnel from the armed services 
will be lost. More uniform licensure laws are also 
needed. 
The Medical Center Idea 

Hospitals were formerly considered only as places 
in which to care for the seriously ill, and even to- 
day many hospitals are nothing more than that. 
Modern hospital construction should 
have as their aim the ample provision of a more 


programs of 


inclusive type of hospital service. The subcommittee 
has studied with interest the growing trend toward 
utilization of a relatively new type of facility called 
a medical center, which combines and coordinates 
the three major aspects of modern medical care— 
the preventive, the diagnostic, and the therapeutic 
The medical center brings together doc- 
tors’ offices, diagnostic and laboratory equipment, 
and preventive work. It furthers 
group practice by physicians, surgeons, and dentists ; 


services. 


hospital beds, 
encourages experimentation and research; and stimu- 
lates dissemination and exchange of medical knowl- 
edge. 

This principle of combining the preventive, diag- 
nostic, and curative services of medicine into a single 
functional unit, here called the medical center, has 
large 
certain great university centers. It is also applicable, 
however, to the smaller-scale needs of rural com- 
munities throughout the Nation. The establishment 


been advantageously applied on a scale in 


of a network of “outpost clinics,” to use the phrase 
of a representative of the American Medical Asso- 
ciation, the creation of “diagnostic centers,” as urged 
by the Surgeon General of the Navy, and the “ex- 
pansion of the present functions of the hospital,” 
advocated by the spokesman of the American Hos- 
pital Association, appear to be expressions of the 
same basic aim—the provision of facilities suited to 
the practice of modern, scientific medicine. 


Planned Network of Facilities Urged 


Terminology in this field is far from uniform. The 
Surgeon General of the United States Public Health 
Service urged development of a coordinated net- 
work of four basic types of medical center facilities 
—the small community “health 
center,” the “rural hospital,” the “district hospital,” 
and the large “base hospital.” 

The physical structures required for many of 
these four basic types of units already exist in many 


neighborhood or 
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areas. Here the primary need is for regional plan- 
ning and organization of the existing facilities so 
that they might function in a coordinated manner, 
rather than for the construction of new buildings. 
In some places, minor alterations, renovations, or 
addition of new might suffice to convert 
existing public or voluntary institutions into units 
of the coordinated regional plan. 


wings, 


The smallest unit, the health center, might include 
offices for local physicians and dentists; facilities 
for emergency medical and surgical work; a small 
number of beds for obstetrical care; laboratory 
facilities for X-ray, blood, and bacteriological pro- 
cedures; and health department offices and clinics 
where these are not otherwise provided. 

The rural hospital, located within easy reach of 
health would be larger than the 
center and would provide additional 
medical, surgical, obstetrical, and laboratory services. 
The size of the rural hospital would depend upon 
the needs of the area it served, but it should be a 
modern hospital in every sense of the word. 


several centers, 


health basic 


Many of the health centers and rural hospitals 
probably would serve areas which could not support 
specialists’ services of their own. Therefore, such 
would be provided through district 
pitals, located so that they could conveniently serve 


services hos- 
several rural hospitals. Local needs and preferences 
might from the rural 


areas were transported to the district hospitals or 


determine whether patients 
whether the specialists from these hospitals visited 
the smaller units periodically. In most instances the 
district hospitals would provide nurse training and 
instruction for interns, including discussion of com- 
plex cases and of medical advances. 


Base Hospitals 


Finally, as the hub of each major medical service 
area, there would be a large base hospital. In most 
major State, 


one 


service would be a 
States more than 
major service area, and in some instances a base 


cases the area 


though some might have 
hospital might serve two States or sections of two 
States. The base hospital would be a teaching hos- 
staffed with experts in every medical and 


surgical specialty, equipped for complete diagnostic 


pital, 


services, and designed to conduct extensive post- 


graduate work and research. Besides its general 


hospitals beds, it would have, either on its premises 
or nearby, facilities for institutional care and study 
of tuberculosis, mental disease, con- 
tagious disease, and orthopedic and chronic disease. 


nervous and 


The benefits of the research carried on in the base 
hospital would be passed on to the smaller units 
in the network, and there would be constant back- 
and-forth referral of and diagnostic in- 
formation, as well as interchange of personnel, be- 
tween the large center and the smaller institutions. 

With such graded networks — the health center, 
the rural hospital, the district hospital, and the base 
hospital — covering the entire 


patients 


country, facilities 
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would be available through which every person, re- 
gardless of where he lived, might receive (a). im- 
mediate diagnosis and care for the common, rela- 
tively simple ailments and (b) easy access when 
necessary to the more complicated types of medical 
service, 

The development of such a network of medical 
centers would constitute a great step toward the 
goal of providing a high quality of medical service 
everywhere in the Nation. It would enable com- 
munities to cope much more adequately with the 
medical needs of war veterans and their families. 
It would also create opportunities for group and 
individual practice for the 40,000 medical and dental 
officers who will return from the armed forces, as 
well as for returning nurses and other health per- 
sonnel. 


Health Department Centers 


Local health departments should be moved from 
the musty basements of county courthouses and city 
halls to modern, well-equipped buildings where the 
health officer and his staff could efficiently carry on 
their very important activities. 

The American Public Health Association has pro 
posed the creation of approximately 1,200 public 
health districts of roughly 50,000 population each, 
with at least one district health center and one sub- 
center in each district. These health department 
centers could in many instances be included in the 
medical center type of facility described above. 

With improved facilities the health departments 
could undertake expanded public health programs 
designed to eradicate venereal disease, tuberculosis, 
malaria, and hookworm; to lower maternal and in- 
fant mortality; and to promote health through edu- 
cation. Cooperation would be fostered between the 
health department and local private practioners, and 
both would benefit by a more comprehensive ap- 
proach to the health problems of the people. 


Achieving a Health Facilities Program 


According to careful estimates made by the United 
States Public Health Service, facilities are needed 
for 100,000 new general hospital beds, 94,000 new 
nervous and mental hospital beds, and 44,000 tuber- 
culosis beds. In addition, 66,000 general beds, 97,000 
nervous and mental disease beds, and 16,000 tuber- 
culosis beds are situated in hospitals that are ob- 
solete and that should be replaced. Approximately 
2,400 modern structures are needed to serve as head- 
quarters for local health departments. 

A program for construction of these facilities 
would have to be well-planned and well-coordinated, 
in order to avoid the mistakes which characterized 
the construction boom following World War I. 
Areas which need hospitals most should be given 
priorities for building materials and surplus medical 
supplies. The hospitals should not only be planned 
and built along modern, functional lines, but should 
be staffed and maintained so as to assure a high 
level of operating efficiency. Voluntary and public 
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hospitals should work together in a coordinated 
manner. Both, in turn, should cooperate with the 
health department and private practitioners. 

The cost of an adequate health-facilities program 
cannot be borne by the States and localities alone. 
Federal grants-in-aid to the States on a basis of 
need will be necessary. 

In order to permit local initiative and control, 
State programs should be drawn up by State health 
planning commissions in cooperation with local 
authorities. Such commissions, consisting of repre- 
sentatives of professional groups and the public, 
could be appointed by Governors in States where 
they do not now exist. In drawing up State plans 
the commissions should consider the needs of all 
sections of the State, should include in the plan all 
suitable existing public and voluntary hospitals, and 
should plot the new construction as well as the ex- 
pansion or replacement of existing facilities needed 
for adequate service. Before Federal funds could be 
granted, however, over-all State plans and _ indi- 
vidual projects should be reviewed and approved by 
the. United States Public Health Service to make 
sure that they meet certain minimum standards of 
construction, operation, and complete, coordinated 
service. There should be reasonable assurance that 
a new facility will have enough patients to justify 
its existence. In communities where sufficient income 
from fees of individual patients does not otherwise 
appear probable, provision for group prepayment 
plans or tax-supported services, or both, should be 
required. 

Grants to both public and voluntary institutions 
included in the plan would be administered through 
a State agency, in most cases the State health de 
partment. To insure continued representation of the 
public, health advisory councils should be appointed 
to confer with the State agency administering the 
plan. 

Payment For Medical Care 


Much has been said and written about the financial 
barriers to good medical care. There is general agree- 
ment that good medical care is necessarily expen- 
sive; that the burden of illness is unpredictable and 
falls unevenly, stricking one family much harder 
than another; that sickness comes unexpectedly and 
may wipe out the laboriously acquired savings of 
an entire family; and that for these reasons a con- 
siderable part of the population does not receive 
either the amounts or the quality of medical care it 
needs and should have. 


Care Received Varies With Income 


Other studies, particularly those of the Committee 
on the Costs of Medical Care, show that low-income 
families not only spend less for medical care but also 
receive much less care than those with higher in- 
comes. The highest income group in 1929 received 
more than twice as much physician’s care and more 
than three times as much dental care as did the 
lowest income group. Yet it is the low-income group 
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that needs the most medical care. Sickness and 
poverty go together. In 1935 wage earners in fami- 
lies with incomes under $1,000 per year suffered 
about twice as many days of disabling illness as did 
workers in families with incomes over $3,000, ac- 
cording to the National Health Survey. Facts do 
not support the observation that “the poor and the 
rich receive the best of medical care; only the 
middle class suffers.” High-quality care on a charity 
or low-cost basis is available to the poor in relatively 
few places. Even in those places, low-income fami- 
lies are often reluctant to accept charity. 

In 1933 the Committee on the Costs of Medical 
Care estimated that adequate medical and dental 
care, with proper remuneration for those furnishing 
the service, could be provided at an average annual 
cost of about $125 per family. Since this estimate 
was made, prices of medical goods and _ services 
have risen so that the figure wour probably be about 
$150 if it were brought up to date. Other authorities, 
however, place the average cost of providing ade- 
quate services at a much higher figure. It is evident 
from studies of family budgets that the 50 percent 
of our families with incomes under $2,000 cannot 
afford to pay even $150 a year for medical care and 
that this amount imposes hardship upon many fami- 
lies in the $2,000 to $3,000 income group. The result 
is that doctors’ bills pile up and many people will not 
call a doctor until they are seriously ill. 


Fee-For-Service Versus Insurance 


Evidence such as this leads the subcommittee to 
conclude that the “pay as-you-go” or fee-for-service 
system, which is now the predominant method of 
payment for medical services, is not well suited to 
the needs of most people or to the widest possible 
distribution of high-quality medical care. It tends 
to keep people away from the doctor until illness 
has reached a stage where treatment is likely to be 
prolonged and medical bills large. It deters patients 
from seeking services which are sometimes essential, 
such as specialist care, laboratory and X-ray exami- 
nations, and hospitalization. Individuals with low in- 
comes, whose need is greatest, are most likely te 
postpone or forego diagnosis and treatment. 

The solution of this problem will not be easy. Un- 
doubtedly it lies in some form of group financing 
which would make it possible to share the risks ana 
distribute .the costs more evenly. This might be 
achieved by voluntary or compulsory health insur- 
ance, by use of general tax funds, or by a combi- 
nation of these methods. Insurance methods alone 
would not be enough, because they are not applic- 
able to the unemployed or to those in the lowest 
income groups. 

In order to meet the requirements of the public 
and of the professional groups concerned, any 
method which is evolved should offer complete medi- 
cal care, should be reasonable but not “cut rate” in 
cost, should include substantially all of the people, 
should afford the highest’ quality of care, should 
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permit free choice of physician or group of physi 
cians, should allow democratic participation in policy 
making by consumers and producers of the service, 
should be adaptable to local conditions and needs, 
and should provide gor continuous experimentation 
and improvement. Insofar as possible, it should also 
avoid the charity relationship. 


Voluntary Versus Compulsory Insurance 


The way is which these aims can best be achieved 
is now the subject of considerable debate. Advocates 
of voluntary health insurance, such as the Blue 
Cross hospitalization and the medical society pre- 
payment plans hold that such plans will fulfill all 
needs if given sufficient time, and if supplemented by 
tax-supported grants for medical care to all recipi- 
ents of public assistance. Others believe that only a 
small percentage of the population will ever obtain 
complete medical care through voluntary prepay- 
ment plans, and propose compulsory health insur- 
ance along some such lines‘as those set forth in the 
Wagner-Murray-Dingell (S. 1161, 78th Cong.) Still 
others maintain that needs would be met most satis- 
factorily and economically through a universal sy- 
stem of tax-supported medicine. At this stage of its 
investigation, the subcommittee is not prepared to 
pass judgment on these differing opinions. It is in 
agreement, however, with those who feel that 
remediable action is overdue and should not be long 
delayed. 

Pending the achievement of a solution which will 
assure complete medical, dental, and hospital care 
for the whole population, more adequate provision 
should be made for medical care of the needy. This 
will require increased appropriations by local, State, 
and Federal governments. Under the Social Security 
Act, Federal funds are granted to State programs 
for aid to the needy aged, the needy blind, and needy 
dependent children. Federal funds can be used for 
medical care of individuals in these categories if the 
State law so provides, but in most States medical 
care is not included among public-assistance benefits. 
Furthermore, Federal funds are not available to 
State programs for aid to needy individuals other 
than the aged, the blind, and dependent children. 
Legislation introduced in the 78th Congress pro- 
vided for amendment of the Social Security Act so 
that Federal and State funds wou!d be available to 
help States finance medical care for the needy, re- 
gardless of category. Proposals have also been made 
to alter allotment procedures governing distribution 
of Federal funds to State public-assistance programs 
so that more money could be given to States where 
needs are greatest. These measures, if approved, 
would help relieve the financial load on hospitals 
and practitioners, who now give a great deal of free 
care. Such relief for hospitals and physicians would 
permit them to lower their charges to prepayment 
plans and thus encourage the enrollment of more 
people from the group able to bear the average cost 
of medical care. 
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Medical Research 


Magnificient progress has been made in medical 
research during the war. The curative powers of 
penicillin and of the sulfa drugs, the life-saving 
value of blood plasma and serum albumin, the ef- 
ficacy of D. D. T. powder and typhus vaccine, and 
the development of new malaria-control methods 
are all fruits of a concentration and expansion of 
medical research resulting determination to 
win the war. Adequate financing, coordination, and 
teamwork been the keys to this success. 
Through governmental agencies such as the Army, 
Navy, and the Office of Scientific Research and De- 
velopment, and non-governmental agencies such as 
the National Research Council, the universities, and 
other groups, the Nation’s resources for research 
have been mobilized in a vast cooperative effort. 

With victory in sight, we now approach the chal- 
lenges of peace. Many problems await solution. Much 
long-term as well as short-term or “practical” re- 
search into the causes and cures of cancer, arterio- 
sclerosis (hardening of the arteries), hypertension 
(high blood pressure), dental decay, and nervous 
and mental disorders must be undertaken 
to assure further progress against disease. 

The Office of Scientific Research and Develop- 
ment has well as an emergency agency 
through which to channel Federal aid for medical 
research. Federal aid 


from 


have 


in order 


served 


must continue if the great 
possibilities offered by medical research are to be 
realized. The way in which Federal aid is to be given 
and administered must now be carefully considered. 

Government cannot, and must not, take the place 
of philanthropy and industry in the sponsorship of 
research, It is essential, however, for the Federal 
to provide resources for coordinated 
attack on medical problems which affect the country 
as a whole. In no other way can science be given 
full freedom and opportunity to serve the Nation in 
peace as it has in war. 


Government 


Education, Legislation, and Organization 


The subcommittee recognizes the complexity of 
the task of providing good medical care to all the 
people. We believe that there are three necessary 
methods of approach to this task. One approach with- 
out the others would be unrealistic and ineffective. 

The first involves education of the people, of the 
professions, and of the Government. We must col- 
lectively accept the fact of widespread existence of 
disease, disability, and injury, much of which medi- 
cal knowledge today is able to prevent, alleviate, or 
cure. 

The second approach is through legislation. There 
is urgent need for modern medical facilities in many 
places throughout the Nation, especially in rural 
areas and in crowded war-industry communities. To 
meet these needs money must be provided, 
Federal financial assistance will be necessary. 

The third approach is through better organization 
of medical services. There is wide agreement that 


and 
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improved organization would result not only in a 
higher quality of service but in considerable economy 
of time, effort, and money. The necessary reorgani- 
zation can best be achieved, and the welfare of the 
professions the public advanced, by regional 
planning such as that provided for in the health and 
medical center proposal set forth above. 


and 


Recommendations 


On the basis of the preliminary findings outlined 


above, the subcommittee— 


1. Recommends that Federal grants-in-aid to 
States be authorized now to assist in post-war con- 
struction of hospitals, medical centers, and health 
centers, in accordance with integrated State plans 
approved by the United States Public Health Service. 
2. Recommends that Federal loans and grants be 
made available to assist in post-war provision of 
urban 
tion 


facilities, rural sanita- 
and milk pasteurization 
plants, in communities or areas where such facilities 
are lacking or inadequate. 

3. Urges State and local governments to establish 
full-time local public health departments in all com- 
munities as soon as the needed personnel become 
available. With this aim in consideration 
should be given to rearrangement and consolidation 
of local health jurisdictions and to amalgamation 
of existing full- and part-time local health depart- 
ments with overlapping functions. The Federal 
Government should increase the amount of its grants 
to State health departments to the end that complete 
geographic coverage by full-time local health de- 
partments may be achieved and that State and local 
public health programs may 
cordance with needs. 

4. Recommends that the Army consider the feasi- 
bility and advisability of expanding its program for 
induction and rehabilitation of men rejected because 
of physical and mental defects. 

5. Recommends that the medical records of the 
Selective Service System be preserved and that funds 
be appropriated for further processing and study of 
these records. 


and water 
facilities, 


sewerage 


and water 


view, 


be expanded in ac- 


6. Reports the acute shortage of personnel with 
training in psychology and psychiatry and the need 
for immediate steps to increase the output of such 
personnel with a view to providing child-guidance 
and mental hygiene clinics on a far wider scale. 

7. Recommends that Federal scholarships or loans 
be made available to assist qualified students desir- 
ing medical or dental education; urges that increased 
enrollment of women in medical and dental schools, 
and premedical and predental courses, be encouraged 
in every way possible. 

8. Recommends that Federal funds be made avail- 
able to States for medical care of all recipients of 
public assistance and that allotment formulas govern- 
ing distribution of Federal funds to State public 
assistance programs be made more flexible in order 
to give more aid to States where needs are greatest. 

















February, 1945 


The recommendations made above should be put 
into effect as soon as possible. We should begin 
planning now for the reconversion period. Further 
delay will postpone orderly solution of our health 
problems and deprive us of an effective means of 
aiding industry to maintain full production and 
employment after the war. 

A comprehensive  health-and medical-facilities 
program, planned now and undertaken as soon as 
and labor become available, would 


materials soon 
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pay big dividends in improved national health and 
physical fitness. We have seen what neglect of op- 
portunities for better health has cost us during this 
war. We should resolve now that never again, either 
in war or in peace, will the Nation be similarly 
handicapped. 
January 2, 1945 

Claude Pepper 

Elbert D. Thomas 

Robert M. La Follette, Jr. 





The Ten Point Program 


M. L. MEADORS, ExXecuTive DIRECTOR AND COUNSEL 





CURRENT TRENDS 


While it is impossible to draw from the compli- 
cated mass of expressions in and out of Congress 
and the other departments of the Government, any 
definite line of development in the medical care 
situation, the trend of the immediate present seems 
to be away from the principles of the Wagner- 
Murray-Dingell Bill and toward some other form 
of Government participation. Such indications are 
reflected in the testimony offered at the hearings 
before the Pepper-Sub-Committee during the past 
year, and the expressions of Senator Pepper and 
others from time to time in connection with the re- 
marks of the witnesses who testified before the 
Sub-Committee. 

It goes without saying that the reason for the 
flagging interest in the Wagner-Murray Dingell Bill 
is the fact that public opinion has made itself felt. 
The idea that the Federal Government should as- 
sist in some way in a nation-wide program for the 
improvement of medical care is as thoroughly alive 
as ever and, frankly, we think it should be. The 
question is not the desirability of some such as- 
sistance from the Federal Government but the form 
that it shall take. The direction in which the signs 
point at this time is a bit encouraging. 

The trend now seems to be toward development 
of a plan for federal grants or subsidy payments to 
the states, probably through the Public Health Serv- 
ice, for use in connection with the construction of 
hospitals and hospital facilities, the financing of 
scientific research in the field of medicine and medi- 
cal care, the furnishing of financial aid to worthy 
young men and women interested in obtaining medi- 
cal and nursing educations and in the construction 
and improvement of physical plants of medical col- 
leges. Such funds as might be provided under this 
program would doubtless have to be matched by the 
states in which they are spent and this, of course, 
is desirable and necessary. Without the financial 
stake in any such program, local authorities would 
have little claim to the right to exercise any control 
of the administration of the funds. 


In connection with the testimony at the hearings 
referred to above, Senator Pepper is reported to have 
said that he was wondering if his committee might 
recommend to Congress that instead of trying to 
settle all of the controversy about compulsory medi- 
cal insurance, an adequate matching system might 
be set up. He pointed out that the Federal Govern- 
ment soon will have available a lot of surplus equip- 
ment and, that under the law, those facilities which 
the Veterans Administration doesn’t want, may be 
made available to sub-divisions of the 
several states on either a lease or sale basis. 


political 


Another expression attributed to the Senator in 
this connection is of special interest. He is reported 
to have suggested the possibility of county or town- 
ship cooperatives and provision for subsidies to all 
such voluntary systems. As he pointed out, if through 
such subsidies the voluntry systems are started with 
full coverage and a family holding membership in 
such a system gets all its medical care for a few 
dollars a month, their neighbors will soon realize 
the advantage and seek membership also. 


While, of course, these and many other expres- 
sions which might be referred to are nothing more 
than indications of a trend, they are, we believe, 
hopeful. One thing is practically certain — out of 
the mass of testimony and exhibits introduced be- 
fore the Pepper Sub-Committee, there will come 
proposed legislation, in all probability to be substi- 
tuted in the place of the now dormant Wagner- 
Murray-Dingell Bill. The President recently, when 
signing the bill which froze social secruity taxes at 
their previous level, stated that he would propose in 
the near future a thoroughly comprehensive plan for 
social security, including, by implication if not ex- 
pressly, the subject of medical care. 

It appears therefore that the role of the medical 
profession at this time should be that of friendly 
adviser and constructive critic, amicus curiae, so to 
speak. Now is the time to take advantage of such 
opportunity as is afforded — and we believe that 
there is a real opportunity — to cooperate in work- 
ing out a constructive program which will be in the 
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public interest and which, while furnishing the de- 
sired improvement, will not interfere with the Amer- 
ican tradition and professional principles of free 
choice of physicians by patients and the rendition of 
medical care on the “free for service” basis. 

On the other side of the picture, however, it is 
clear that Senator Wagner and those who share 
his views have not given up in their aim to effect 
the passage of a law providing for tax-supported 
medical service on the basis of social security. Writ- 
ing in the January issue of Fortune magazine Sena- 
tor Wagner, referring to the ‘article in the December 
issue of Fortune on “U. S. Medicine in Transition,” 
expressed himself in no uncertain terms. Conceding 
that the editors were right in stating that some 
change in the method of administering medical care 
is eminent, he said, “But I think they err in indi- 
cating that our medical needs can be met through 
voluntary forms of doctor-patient cooperation.” He 
referred to the experience of Michigan and Cali- 
fornia in their first efforts to provide complete medi- 
cal care through voluntary organizations and ap- 
parently drew the conclusion (which does not neces- 
sarily follow) that no such plan on a voluntary basis 
is feasible. 

Definite proof of the direction of Senator Wag- 
ner’s further efforts is to be found in this sentence 
with which he concluded his letter. “If we want all 
Americans to have adequate medical care, it must be 
done by utilizing and expanding existing personnel 
and facilities, in cooperation with the professions 
and with the financial resources and coverage which 
only a comprehensive government program can as- 
sure.” 

In the same magazine there appears a letter from 
Mayor LaGuardia, referring to his proposed Health 
Insurance Plan of Greater New York. He concluded 
his letter with this statement: “I do not believe that 
the people of this country will wait much longer 
to banish the economic phantom which haunts fami- 
lies when sickness strikes. Our city, through the 
Health Insurance Plan of Greater New York, is 
taking a sound and practical step to meet the most 
important need of our people in the spirit of the 
times in which we live.” 
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Representing a slightly different, though related, 
viewpoint is the letter of Dr. Garfield, Medical Di- 
rector for the Kaiser Plan. He said, “I agree with 
you thoroughly — the issues are squarely up to the 
physicians. Through intelligent, cooperative planning 
and organization they could meet the medical needs 
of the people. The government could help by mak- 
ing funds readily available for new facilities. If the 
physicians fail to do their part it will be necessary 
and inevitable for the government to 
complete responsibility of medical 


assume the 
care in this 
country.” 

Justly so or not, we cannot escape the conclusion 
that the expression last quoted above is a pretty 
accurate summation of the matter as it now stands. 
Whether or not the physicians are responsible in any 
appreciable degree for the current demand for a 
change, it is undoubtedly true that they will be ex- 
pected to bring it about on a large scale, both be- 
cause there are many people who feel that the re 
sponsibility is theirs and also because of the fact 
that it is in the interest of the medical profession 
to do so. 


Again we say, there is real opportunity now for 
the profession to do great service to itself and to 
the country as a whole through cooperation, reason- 
able concession on points which do not involve prin- 
ciple, and through constructive planning and sug- 
gestion in a spirit of willingness to work together, 
with laymen more interested in the social side of the 
problem. 


THE BLUE CROSS BILL 


As this is written, plans are complete for the in- 
troduction of a proposed bill before the General 
Assembly to provide for the organization of a Non- 
profit Hospital Insurance Corporation according to 
true Blue Cross standards. We hope by the time this 
is read, the bill-will be well on its way to final adop- 
tion in both houses and approval by the Governor. 

The minimum capital required under the pro- 
posed law is $25,000. With this exception the bill is 
substantially the same as was introduced last year 
but it failed to pass. 

On December 28, descriptive material on the Blue 
Cross plan was mailed from this office to each mem- 
ber of the Legislature. On January 2, similar ma- 
terial was sent to all members of the association. 
We know of the efforts already put forth by some 
of the doctors and these will be of untold value. 

If the bill has not yet been passed when this ap 
pears, it is hoped that the activities of all those in- 
terested will be continued or renewed. 

There is no better way to prove the absence of 
necessity for compulsory, government controlled and 
administered insurance than by creating in every 
state the opportunity for voluntary insurance against 
the hazards of hospital and medical expense, on a 
comprehensive basis. 
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THE GREENVILLE HOSPITAL ASSOCIATION 


Of interest at this time, in view of the effort be- 
ing made to secure adequate legislation to permit 
the operation of a Blue Cross plan, is the December 
report of the Greenville County Hospital Benefit 
Association. The organization is comparatively small, 
necessarily so, in view of the act under which it 
was organized. It has contracts with hospitals in 
Greenville and naturally operates largely within that 
county. 


While it does not and cannot furnish the benefits 
common to the usual Blue Cross plan, it follows 
the group method of enrollment and, most impor- 
tant, is a non-profit corporation — the only such 
corporation furnishing hospitalization benefits exist- 
ing in the state at this time so far as we can learn. 


According to the report of J. W. Gray, Executive 
Secretary, members of the Greenville Association 
received hospital services during September costing 
$2,609.51, bringing the total value of hospitalization 
provided by the Association to $45,668.96. In Octo- 
ber, services valued at $1,735.05 were furnished. 
Through the month of October, the organization 
reported a total enrollment of 8,103 persons in 166 
groups. According to the report of the Secretary, 
the total cost to members has been at an established 
rate of less than 1%c per day. 


The bill now before the legislature will, of course, 
not interefere in any way with the Greenville County 
Association. 
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FIFTH DISTRICT MEETING 


On Wednesday afternoon, January 17, we had the 
pleasure of joining the Fifth District Society in its 
annual meeting which was held at the Meade Villa, 
2 miles north of Winnsboro. Leaving Florence im- 
mediately after lunch, we were delayed somewhat 
by car trouble on the way and did not arrive for 
the opening of the meeting at the appointed hour, 
4:00 o'clock. We were in time, however, to hear 
the closing part of the discussion of a most interest- 
ing paper by Dr. Chapman Milling on the effect of 
shock-therapy in certain cases. Following an in 
teresting paper on certain types of obstetrical cases 
by Dr. Hart of Columbia, we were given an op- 
portunity to discuss the Ten Point Program. 

Your Director, as usual, consumed most of the 
time (Dr. Price having made it clear on more than 
one occasion that henceforth he intends to be seen 
and not heard). Dr Price did, however, contribute 
in important part of the discussion in his remarks 
on the general plan of our activities and the neces- 
sity for cooperation. 

Our reception was most cordial and we are satis- 
fied of the sympathetic understanding by the doc- 
tors who were present of the efforts now being made. 
Among those present were Dr. Wallace, President of 
the State Association and Dr. Patterson, President 
of the State Hospital Association, this being their 
district meeting. Also present, of course, was Dr. 
Roderick McDonald, Fifth District Councilor. 

Following the business and scientific session, we 
enjoyed a delicious steak dinner which brought the 
meeting to a close about 7:30 o'clock. 





NEWS 


ITEMS 





Lt. Comdr. Keitt Smith (Greenville) is now sta- 
tioned at the Naval Hospital at Charleston. 


Dr. J. B. Workman (Columbia) has been pro- 
moted to the rank of Major. 


Dr. J. Warren White, Greenville, has been elected 
a member of the Southern Surgical Association. 


At the first state conference for cancer control 
ever held in this state the Anderson County Chapter 
of the Women’s Field Army for the Control of 
Cancer was presented a silver loving cup. The award 
was made to the chapter for having raised the larg- 
est amount of money in the state-wide cancer fund 
campaign. 


The Chester County Medical Society has elected 
the following officers for 1945: President, Dr. 
Robert D. Hicks; Vice President, Dr. W. J. Henry, 
Secretary-Treasurer, Dr. V. P. Patterson. 


News has been received of the marriage of Miss 
Oney Fowler of Laurens and Columbia and Dr. 
W. E. Fulmer of Columbia, Dr. Fulmer has prac- 
ticed medicine in Columbia for several years. 


The following officers were elected at the Decem- 
ber meeting of the Anderson County Medical Soci- 
ety: Dr. E. R. Mason, Anderson, president; Dr. W. 
M. Mcllwain, Belton, vice president; Dr. Ned Camp, 
Anderson, secretary-treasurer. 


Dr. W. A. Black of Beaufort was elected Presi- 
dent of the First District Medical Society, at its an- 
nual meeting in December. Other officers elected 
were Dr. Pinckney Ryan of Ridgeland, Vice-Presi- 
dent, and Dr. A. R. Johnston of St. George, Secre- 
tary-Treasurer. 


Emory University is sponsoring an ophthalmologi- 
cal Seminar honoring the memory of Dr. Abner 
Wellborn Calhoun, first professor of ophthalmology 
at Emory and a pioneer in Southern Ophthalmology. 
The program will begin on April 19th and go 
through April 21st, 1945. All those interested in 
ophthalmology are invited to attend as guests of 
Emory University. 


Captain Robert B. Stith, Jr., arrived in South 
Carolina-on Christmas day for a thirty day leave. 
Captain Stith had been overseas two and a half 
years. Before entering the Army he was associated 
with Dr. W. R. Mead of Florence. 
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PUBLIC HEALTH NEWS 





ENLIGHTENING FIGURES ON SYPHILIS IN 
SOUTH CAROLINA 


More than 20,400 new cases of syphilis were re- 
ported in South Carolina in the last fiscal year (1943- 
44). 

At this rate, 1 per cent of the population is ac- 
quiring syphilis every twelve months, and if con- 
tinued at the same rate one half of the population 
will be infected 50 years from now. 

Of the 4600 patients now under treatment in the 
State Mental Hospital, 32 per cent of the colored 
males have syphilis; 20 per cent of the colored fe- 
males have syphilis; 8 per cent of the white males 
have syphilis; and 10 per cent of the white females 
have syphilis. 

Estimates show that the annual cost per patient 
to the taxpayers is $500. Assuming on this basis that 
10 per cent of the hospital’s patients have been ad- 
mitted because of mental diseases caused by un- 
treated syphilis, the annual cost to the taxpayers for 
treatment of these patients is $230,000. 

With such figures before us, it is hard to under- 
stand how anybody could object to the amount, how- 
ever large, spent for venereal disease control. 





SOUTH CAROLINA AND FLORIDA STATE 
BOARD OF HEALTH OFFICIALS CONFER 


Officials of the South Carolina and Florida State 
Boards of Health met at the offices of the S. C. 
State Board of Health Wednesday morning, Janu- 
ary 3, for a discussion of statewide plans for the 
adequate distribution of health services. During the 
discussions ideas were exchanged on the approach 
to certain health problems peculiar to both South 
Carolina and Florida. 

Participating in the conferences were Dr. Ben F. 
Wyman, State Health Officer; Dr. H. Grady Calli- 
son, Director of the Division of Rural Sanitation; 
Dr. G. E. McDaniel, Director of the Division of 
Preventable Diseases; Dr. Hilla Sheriff, Director of 
the Division of Maternal and Child Health; and the 
three directors of the corresponding divisions of 
the Florida State Board of Health, i. e., Dr. George 
A. Dame, Dr. E. F. Hoffman and Dr. Lucille J. 
Marsh. 

South Carolina is one of several Southern States 
being visited by the Florida health officials. 





NEARLY TWO MILLION SPENT BY STATE 
BOARD OF HEALTH IN 1943-44 
Comprehensive Report Gives Expenditures In 
Detail 


The annual report of the State Board of Health 
for the fiscal year 1943 44 shows in detail, perhaps 
for the first time since the State Board of Health 


was organized in 1878, the expenditures of all funds, 
totaling $1,704,836.81. 

The largest single expenditure was for Rural Sani- 
tation and County Health Work, with a total of 
$762,248.33, while the smallest was that of the Exe- 
cutive Committee, including salaries, per diem and 
travel, with a total of $2,383.32. Other expenditures 
ranged from $247,507.84 for the Emergency Mater- 
nal and Infant Care Program to $4,689.34 for the 
Merit System. 

Other items included in the report follow: Super- 
intendence and Accounts $65,810.49; Vital Statistics 
$57,556.05; Hygienic Laboratory $46,899.69; Pre- 
ventable Disease $51,507.24; Dental Health $25,950.- 
98; Industrial Hygiene $14,596.61; Venereal Disease 
$194,276.12; Cancer Control $16,114.76; Maternal and 
Child Health $62,214.28; Training $11,901.82; Crip- 
pled Children $142,179.94, 

The VD Hospitals and the Tuberculosis Sana- 
torium are. not included. 

DR. HILLA SHERIFF ELECTED TO NATION- 
AL COMMITTEE ON MATERNAL AND 
CHILD HEALTH 


Dr. Hilla Sheriff, Director of the Division of 
Maternal and Child Health, has been elected a mem- 
ber of the Executive Committee of the Association 
of Maternal and Child Health Directors. She will 
represent the Southeastern region of the United 
States for a period of two years. 

The Committee is comprised of the Association’s 
president, secretary and treasurer, and four mem 
bers elected by the Association to represent the 
country’s four geographical regions. Two of the 
regional members are elected for a period of two 
years and two for a period of one year. 


FROM HAND TO MOUTH 


Much is being done by public health and educa- 
tional agencies to make restaurant patrons and em- 
ployees cleanliness-minded. Movies, demonstrations, 
posters, newspaper publicity, and public ratings for 
sanitation are among the methods used. 

One of the recent aids in this field is the extreme- 
ly interesting booklet of the U. S. Public Health 
Service, FROM HAND TO MOUTH. This should 
be required reading for every restaurant worker 
from the Big Boss to the Bus Boy. It is full of in- 
formation conveyed so merrily that it makes pleas- 
ant reading as well as sound instruction. Its text 
is summarized by Five C’s — Cleanliness, Courtesy, 
Carefulness, Common sense, and Compliance with 
the law. 


JOIN THE MARCH OF DIMES’ PARADE! 
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When this column begins to write abut the Minis- 
ters it has really done done a “do.” However, that 
is our aim today and since I was “caught” beteween 
two ministers at a recent social occasion, I believe 
I am qualified to write. 


One of the stories concerns the church. It seems 
that a rather definite “reprobate” had been convinced 
by his wife that he should join the church. He agreed 
and on the following Sunday was asked by the 
Minister if he would quit his many un-church like 
activities. He promised that he would and upon a 
vote of the church was accepted. While he was 
riding home he noticed that his wife was crying 
and questioning her, the husband was told that she 
could not believe the many things he had promised 
to stop would really take place. The husband then 
admitted that in all probability he wouldn't keep his 
vows to the Church and that if it would make her 
any happier he would tell the minister the following 
Sunday. This was done and the Church immediately 
cast him out. His sage remark went something like 
this: “The church can’t be so hot, I tell lies and 
they take me in, | tell the truth and they throw me 
out.” 


While it didn’t happen to our minister, I like to 
tell the following story about him. It seems that the 
preacher’s evening discourse was dry and long. Mem- 
bers of the congregation began to fade away and 
out of the church. Finally the sexton tip-toed up to 
the pulpit and slipped the following note under the 
corner of the Bible, “When you are through, will 
you please turn off the lights, lock the door and put 
the key under the mat?” Our minister isn’t the type 
that will use three words when one will do. 


Another story that seems possible is the one told 
on the minister who went into a saloon and asked 
for a glass of milk. By mistake he was served milk 
punch. After drinking it he was seen to glance 
Heavenward and exclaim, “O LORD, what a cow.” 

Of course, the average layman cannot get “gay” 


with the ministers since many of them have a heavy 
verbal barrage that they can throw with a great deal 
of effectiveness. I introduced a minister whom I 
stated once needed a job rather badly. He was a 
teacher and was being interviewed for the job by 
the superintendent of schools. He was asked the 
question, “Is the world round or flat?” His answer 
was, as he took the position, “I need this job so 
badly, I'll teach it either way!” When I sat down 
the minister dryly remarked that he could under- 
stand why the Biblical phrase “Killing the task- 
master” should be changed to “killing the toast- 
master.” 


There is one dog story that Roland Zeigler tells 
that we can print. I have always thought that sooner 
or later he would tell a printable story and with him 
this column goes to the dogs. It seems that a group 
of men were going bird hunting. They gathered at 
a small home to wait for the local guide who 
presently appeared and told them to leave the dogs 
in the yard since they wouldn’t be needed. The 
hunters finally acquiesced and the hunt was cn. The 
guide would not only point out covey after covey, 
but also picked up the singles. After a wonderful 
hunt the group was off to return again two years 
later. They drove up to the house and a young boy 
appeared. When asked about his father, he replied 
that he was dead. “Yep, paw got to running rabbits 
and we had to shoot him.” 


BIRTH ANNOUNCEMENTS 


Dr. and Mrs. “Pete” Tuten announce the arrival 
of a daughter, born December 3, 1944. Dr. Tuten is 
Resident Surgeon at the Columbia Hospital, and is 
the son of Dr. W. R. Tuten, Fairfax. 


Dr. and Mrs. M. Nachman of Greenville are the 
proud parents of a baby girl, born December 4, 1944, 


Dr. and Mrs. James B. Watson of Columbia an- 
nounce the arrival of a daughter. 


Dr. and Mrs. Kirby D. Shealy of Columbia are 
to be congratulated upon the arrival of a son on 
November 3, 1944. 








WAVERLEY SANITARIUM, INC. 


(Founded in 1914 by Dr. and Mrs. J. W. Babcock) 


HOSPITAL FOR CARE AND TREATMENT OF 
NERVOUS AND MENTAL DISEASES 
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Pathological Conference, Medical College of the State of South Carolina 


KENNETH M. LYNCH, M.D., PROFESSOR OF PATHOLOGY 








ABSTRACT NO. 438 


History: The patient, a 32 year old colored woman, 
was admitted 7-13 with complaint of “Sharp, shoot- 
ing pains in the bottom of my stomach” — duration 
three days. This pain had begun in the LLQ radiat- 
ing to the RLQ and above the symphysis. At first, 
it was dull and aching in character, but later in- 
creased in severity, became sharp and stabbing in 
character, and caused nausea. LMP 7-3, lasting four 
days. No history of missed periods. No menstrual 
irregularities, menorrhagia, metrorrhagia, amenor- 
rhea, nor dysmenorrhea. G. C. infection one year 
prior to hospitalization with dysuria and ieucorrhea. 
No treatment at that time. 

Physical Examination: T. 102°,P. 160. R. 58, B. P. 
110/68. Acute ill colored woman, apparentiy in severe 
pain, sweating freely. with cold extremities. Bilater- 
al inguinal lymph node enlargement with some tend 
erness. Lungs clear to P & A. Respiratory rate in- 
creased, Heart not enlarged. Rate rapid. No mur- 
murs; sinus rhythm. Abdomen flat; increased muscle 
tone over entire abdomen. Pain aggravated by light 
palpation over right and left lower quadrants and 
over symphysis. No masses or organs palpated. Leu- 
corrheal discharge. Hypertrophied labia minora. Va- 
ginal examination: Elephantiasis of left labia minora. 
There is induration and thickening of the vaginal 


mucosa. Uterus is completely fixed with several 
firm, smooth masses. There is marked tenderness in 
the left adenexa with displacement of uterus to 
right. Thickening of the rectum. 

Laboratory Examination: 

Urinalysis (cath): Sp. Gr. 1.020, albumin 4 plus, 
WBC 16/HPF, RBC 2-3/HPF, casts 2 plus F. 
gran, 2 plus C. gran, 1 plus hyaline. 

Blood Count: 20,150 WBC, hgb. 8.5 gms. polys 
84%, lymphs 14%, monos. 1%, eos. 1%. 

Course: Patient continued to complain of pain. 
Vomited several times. Became irrational. Abdomen 
distended on 7-14. Rapid downhill course. Died 7-15. 

Dr. John Settle (Conducting): Mr. Adickes, 
please give us your analysis of this case. 

Student Adickes: I was unable to make a definite 
diagnosis, but considered a number of things. First 
of all some intestinal crisis, such as rupture of the 
appendix or of a diverticulum of the colon, must 
be eliminated. Unless the appendix was abnormal 
in its position, it does not seem that the symptoma- 
tology is fitting. Diverticulitis with rupture is a 
good possibiliy, and I cannot entirely eliminate it. 

Rupture of an ectopic pregnancy is the next com- 
plication to be ruled out. The menstrual history is 
not in line, but this information is notoriously un- 
reliable. I believe, however, that without a history 
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of amenorrhea together with some other  incon- 
sistent findings, that I can rule it out. It should be- 
gin as a dull pain, following by a feeling of faint- 
ness or actual fainting. Vaginal bleeding usually 
follows in two or three days as the decidua is cast 
off from the endometrium. The signs of sepsis in- 
cluding the elevated temperature are more severe 
than is usually the case, and the hemoglobin, al- 
though low, is not as depleted as I would expect in 
a patient dying from hemorrhage. 

A twisted ovarian usually manifests itself as a 
sudden acute pain followed immediately by vomit- 
ing. 

Dr. Settle: Fixation of the pelvic structures is 
also against the torsion of a cyst. What else should 
be included in the differential diagnosis? 

Student Adickes: Rupture of a pyosalpinx with 
formation of a pelvic abscess and then rupture into 
the peritoneal cavity, might easily explain this pic- 
ture. Mesenteric thrombosis is not likely. There is no 
mention of bloody stools, and the lack of a pre- 
cipitating factor such as arteriosclerosis is against 
it. Carcinoma of the rectum with ulceration through 
into the peritoneal cavity must be mentioned, but 
there is no history to support this. 

Dr. Settle: Mr. Carter, do you have anything to 
add? 

Student Carter: One additional point against a 
ruptured ectopic is that this condition usually causes 
unilateral pain. The history of gonorrhea, sterility, 
and fixation of pelvic structures points to an ex- 
tensive gonorrheal infection, so that rupture of a 
pelvic abscess seems most likely. The nodules that 
were felt were probably fibromyomata and probably 
had nothing to do with the patient’s illness. 
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Dr. Settle: Mr. Connor, what is one of the most 
common causes of enlargement of the labia? 

Student Connor: A Bartholin cyst. 

Dr. Settle: That is a localized tumefaction. This 
condition was general. Mr. Jennings, do you know 
of any condition that might cause this? 

Student Jennings: Lymphogranuloma venerum 
frequently causes enlargement of the external geni- 
talia, and may extend to involve all the pelvic or- 
gans and even produce a peritonitis. The inguinal 
lymph node enlargement is also common in this 
disease. 

Dr. Kredel: I think an infected abortion must al- 
ways be considered in this type of case. Thrombo- 
phlebitis with septic infarcts to lungs might account 
for the extreme toxicity and rapid downhill course. 
The fulminating nature of the peritonitis suggests 
that the bowel was in some way invplved and pro- 
duced soiling of the peritoneal cavity. 

Dr. Pratt-Thomas: The final pathological diag- 
nosis is: Rectal Stricture due to lymphogranuloma 
venerum (lymphopathia venerum) with fistulae, 
perforation, pelvic abscess and generalised peritoni- 
tis. 

This case was chosen for presentation with full 
realization that the patient was practically moribund 
on admission and that the attending physicians were 
handicapped by this as well as by the fact that she 
was in the hospital for only two days. We wished 
to have you discuss a gynecological problem and 
also to point out a lesson. 

At necropsy besides the enlarged inguinal lymph 
nodes and hypertrophied labia, there were multiple 
scars in the inguinal regions, polypoid anal tabs, and 
a very extensive rectal stricture. Students and phy- 
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sicians do not like to examine feces, thereby fre- 
quently missing important diagnostic points, such as 
the finding of amebas in cases of amebiasis. They 
also are hesitant about performing rectal examina- 
tions, although the importance of this is irequently 
stressed by many of your teachers here. If that 
examination had been done and recorded, it is likely 
that the diagnosis might have been more readily 
made. 

Rectal strictures are the most important compli- 
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cations of lymphogranuloma. Sinus formation is fre- 
quent and they may penetrate to the skin surface, 
about the rectum with formation of perirectal or 
retroperitoneal abscesses, or break through into the 
peritoneal cavity. A thrombophlebitis of the hemor- 
rhoidal veins with emboli to the liver with abscess 
formation may also occur. Lymphogranuloma may 
involve other organs beside the pelvic structures and 
there is increasing evidence that it is occasionally 
a generalized systemic disease. 
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CONTROL OF PAIN IN CHILDBIRTH 


By Clifford B. Lull and Robert A. Hingson 
J. B. Lippincott Co., Philadelphia 


This book is truly the last word in obstetrical 
analgesia, anesthesia, and amnesia, covering each and 
every method used for the relief of obstetrical pain 
that has been developed from the time of Simpson’s 
introduction of chloroform to the most recently ad- 
vanced methods of spinal and caudal analgesia. Each 
method of relieving the pain of labor and delivery 
is covered in detail as to its proper administration, 
indications, and contra-indications, and comparisons 
are made with the various other methods of anal- 
gesia as regards efficacy, ease of administration, and 
the practical considerations of availability of the 
method under discussion. 

A most refreshing view-point is the stressing of 
the fact that there is ro one and only form of ob- 
stetrical analgesia. To encapsulate the authors’ view- 
point—the form of analgesia and anesthesia must be 
adapted to the patient as an individual and to the 
given environment in which the accouchment is be 
ing conducted. Thus caudal analgesia may be ideally 
suited to one individual under the optimum condi- 
tions of a well-regulated hospital, while a combi- 
nation of the sedative analgesics and terminal gen- 
eral anesthesia would be indicated for another in- 
dividual in labor in the same professional environ- 
ment. Furthermore, the patient who for various 
reasons has decided to be confined in the home need 
not be denied surcease from her travail when the 
volatile anesthetics can be so easily and safely ad- 
ministered by the open-drop method. 

Perhaps the most outstanding departure of the 
book from the stereotyped handinling of the sub- 
ject of anesthesia is its approach to the subject from 
an anatomical basis. The anatomical pathways for 
pain in labor and during delivery are minutely ex- 
pounded, and thereby is the physiology of such pain 
and its control by applied anesthesiology the more 
clearly understood. 

In my opinion this book is a must for all who 
attend patients in childbirth, be they specialist or 
family physician. The specialist will find a wealth of 
material to broaden his acquaintance with the in- 
tricacies of anesthesiological rationale, and come to 
choose the anesthesia for a given parturient as does 


the surgeon for a given operative case. While the 
family physician (who attends by far the greater 
number of deliveries in the United States) will be 
encouraged to proffer to his patients adequate anal- 
gesia in labor and during delivery. 

P. G. &. 


INDUSTRIAL OPHTHALMOLOGY 
By Hedwig S. Kuhn, M.D. 


First Edition. 294 Pages With 114 Text Ilustra- 
tions Including 2 Color Plates. Published by the 
*. V. Mosby Co., 1944. $6.50 


This book is, in reality, an introduction for the 
ophthalmologist to industry and its visual problems. 
Its illustrations and text strive to point out the many 
types of machinery used in industry, each with its 
separate visual requirement. As the author states, 
“We cannot understand what to do, visually speak- 
ing, with the man carefully using a caliper for exact 
measurement, unless we know exactly what he is 
doing. Nor, can we make an estimate for the height 
of the segment in the bifocal required by the opera- 
tor of the cutting machine, unless we realize he cuts 
across the width of the entire table.” Eye protection 
is well covered with an enumeration and descrip- 
tion of goggles and other mechanical devices. Also, 
the more recent developments relating to industry, 
as welding and radiation, and their effects on eyes 
are discussed. An up-to-date summary of epidemic 
keratoconjunctivitis, with two color plates for il- 
lustration, is included as one disease that confronts 
the industrial ophthalmologist. The appendix con- 
tains three valuable items that will be constantly 
referred to by anyone having industrial practice. 
These subjects are 1.) Toxic hazards with a glos- 
sary of toxic substances and their effect; 2.) A 
check list for outlining a program for industry; 3.) 
Appraisal of loss of visual acuity and the standard 
method employed by the Section on Ophthalmology 
of the A. M. A. Dr. Kuhn is well qualified to write 
this book and she has presented the material attrac- 
tively. There is a chapter on “Industrial Eye Injuries 
Caused by Solid Bodies” by Albert C. Snell, M.D., 
who, besides describing the treatment and diagnosis 
of such, brings in the economical aspects of these 
injuries in industry. 
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FROM WASHINGTON 


Herewith we are sending you a list of some of 
the bills which have been introduced into the 79th 
Congress. In later bulletins we shall continue to 
report the bills as they are introduced. If you are 
particularly interested in any bill and especially if 
your congressman is the author of any, write to him 
for a copy, designating it by its number. Your 
congressman will appreciate the interest you show 
and it is a good public relations act to begin your 
correspondence with your congressman before you 
need write him to oppose other congressmen’s bills. 

H. R. 1 by Mr. Ludlow of Indiana. 


A Bill to Provide Disability Benefits for Honor- 
ably Discharged Veterans Under Certain Circum- 
stances. 


Referred to the Committee on World War Vete- 
rans’ Legislation. 


Comment: Provides that any inductee who shall 
make a statement at the time that he is inducted that 
he has a definite pathology, or if such pathology is 
discovered at the time he is examined and he is 
nevertheless inducted and later, after serving, such 
pathology shall develop into a disability and it be- 
comes necessary to discharge him, the said ailment 
or disability shall be assumed to have been aggra- 
vated by service. 

H. R. 56 by Mr. Izac of California. 

A Bill to Amend Section 1001, title X, of the 
Social Security Act, to Include Needy Individuals 
Who Are Permanently Crippled. 

Referred to the Committee on Ways and Means. 

Comment: Provides that the blind shall be con- 
sidered permanently crippled in interpreting the 
Social Security Act and entitled to all the benefits 
given to a permanently crippled or disabled person. 

H. R. 103 by Mr. Voorhis of California. 

A Bill to Grant Permanent and Total Disability 
Ratings to Veterans Suffering from Severe Indus- 
trial Inadaptability as a Result of War Service. 

Referred to the Committee on World War Vete- 
rans’ Legislation. 

Comment: Provides that where a disability suf- 
fered by a veteran while in service results in pro- 
ducing a severe industrial inadaptability, interfering 
with his being employed or with his following con- 
tinuously any gainful occupation, that veteran shall 
be considered as permanently and totally disabled. 

H. H. 140 by Mr. Voorhis of California. 

A Bill to Amend the Social Security Act, and 
for Other Purposes. 

Referred to the Committee on Ways and Means. 

Comment: Provides for the amendment of the 
Social Security Act so as to make each State its 
own authority in interpreting the phrases “needy in- 
dividuals.” The Federal Government shall not ob- 
ject to the interpretation of the State nor refuse to 
cooperate with the State’s program by denying it its 
proportionate share of subsidy because of a dif- 
ference in the interpretation of this and other 


phrases. 

H. R. 141 by Mr. Voorhis of California. 

A Bill to Amend the Social Security Act, 
for Other Purposes. 


and 


Referred to the Committee on Ways and Means. 


Comment: Here Mr. Voohis takes a position simi- 
lar to the one in the preceding bill; that is, that the 
State shall be the sole authority in determining the 
interpretation of such phrases as “needy individuals 
who are blind” and “blind individuals who are 
The Federal Government shall not object 
to paying its share of the subsidy to that State 
because of a difference of opinion. 

H. R. 151 by Mr. Voorhis of California 


A Bill to Establish More Equitable Procedure 
Governing the Determination of Service Connection 
of Diseases or Injuries Alleged to Have Been In- 
curred in or Aggravated by Active Service in a War, 
Campaign, or Expedition. 

Referred to the Committee on World War Vete- 
rans’ Legislation. 

Comment: Provides that the veteran who has a 
disability which can be traced to his period of serv- 
ice has the right to have that disability considered 
as due to or aggravated by such service in line of 
duty. 

H. R. 284 by Mr. Randolph of West Virginia. 

A Bill to Provide for Health Programs for 
Health Programs for Government Employees. 

Referred to the Committee on the Civil Service. 

Comment: Provides medical facilities for all 
Federal employees. There is already established some 
facility of this kind for certain departments, but 
Mr. Randolph would like to see it extended to cover 
all Federal employees. The services are to be estab- 
lished only upon recommendation by the Civil Serv- 
ice Commission after consulting with the Public 
Health Service and are to be limited to: (1) Treat- 
ments of minor illnesses and dental conditions, ex- 
cept in cases of emergency; (2) Pre-employment 
and other examinations; (3) Referral of employees 
to private physicians and dentists; (4) Education 
and preventive programs relating to health, includ- 
ing alleviating of health hazards in the working en- 
vironment. 

H. R. 327 by Mrs. Rogers of Massachusetts. 

A Bill to Provide for the Establishment of a 
Permanent Nurse Corps in the Veterans Admini- 
stration. 

Referred to the Committee on World War Vete- 
rans’ Legislation. 

Comment: Provides for the establishment in the 
Veterans Administration of a permanent Nurse 


” 
needy. 


Corps to be known as the Veterans Administration 
Nurse Corps and hereinafter referred to as the 
Nurse Corps. The officers of the Corps shall con- 
sist of one Superintendent of Nurses, with the rank 
of Colonel, to be appointed by the President, and 
16,000 officers. 
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H. R. 395 by Mr. Dingell of Michigan. 

A Bill to Provide for Public Health Insurance. 

Referred to the Committee on Ways and Means. 

Comment: This is the 1944 bill. Mr. Dingell an- 
nounces that he is engaged in drafting some amend- 
ments to this bill which he will introduce later. 

H. R. 491 by Mr. Lemke of North Dakota. 

A Bill to Prohibit Experiments Upon Living Dogs 
in the District of Columbia and Providing a Penalty 
for Violation Thereof. 

Referred to the Committee on the District of 
Columbia. 

Comment: Mr. Lemke introduced an anti-vivi- 
section bill to apply only in the District of Columbia 
but the proponents of this bill, we know very well, 
consider that if Congress enacts it for the District 
of Columbia they will have thereby gained a great 
point in having a similar law enacted in the various 
states. 

H. R. 519 by Mr. Mundt of South Dakota. 

A Bill to Prevent Pollution of the Waters of the 
United States and to Correct Existing Water Pol- 
lution as a Vital Necessity to Public Health, Eco- 
nomic Welfare, Healthful Recreation, Navigation, 
the Support of Invaluable Aquatic Life, and as a 
Logical and Desirable Post-War Public-Works Pro 
gram. 

Referred to the Committee on Rivers and Harbors. 

Comment: Provides for a National Board of 
Water Pollution Control. Mr. Mundt feels that 
many streams are unnecessarily polluted. In many 
instances the pollution is a health hazard. Other 
communities lower down the stream frequently take 
the water for their drinking purposes. He feels 
that every community should be obliged to provide 
facilities for disposing of its pollution rather than 
emptying it into the flowing streams. 

H. R. 525 by Mrs. Norton of New Jersey. 

A Bill to Provide for Cooperation with State 
Agencies Administering Labor Laws in Establishing 
and Maintaining Safe and Proper Working Condi- 
tions in Industry and in the Preparation, Promulga- 
tion, and Enforcement of Regulations to Control 
Industrial Health Hazards Referred to the Com- 
mittee on Labor. 

Comment: Provides for the authorization of the 
Department of Labor “to cooperate with State 
agencies administering labor laws in establishing and 
maintaining safe and proper working conditions in 
industry and in the preparation, promulgation and 
enforcement of regulations to control industrial 
health hazards.” A sum of $5,000,000 is asked to 
finance the work. I am informed that in most States 
the working conditions in industries are a responsi- 
bility of the Health Department. Two states, how- 
ever, New York and Massachusetts, have such juris- 
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diction a part of the function of the Department of 
Labor. Mrs. Norton carried a similar bill last year. 

H. R. 535 by Mr. Peterson of Florida. 

A Bill to Define Loss of Use of an Eye for the 
Purposes of Granting the Statutory Award of $35 
per Month Under the Provisions of Subparagraph 
(k), Paragraph II, Part I, Veterans Regulation 
Numbered 1, (a), as amended. 

Referred to the Committee on World War Vete- 
rans’ Legislation. 

Comment: “For the purposes of this subparagraph 
the use of an eye shall be considered lost when 
visual acuity is 5/200 or less.” 

H. R. 567 by Mr. Rankin of Mississippi. 

A Bill to Extend Eligibility for Compensation to 
the Widows and Children of World War Veterans 
Who Had Disabilities Caused or Aggravated by 
Examination, Hospitalization, or Medical Treat 
ment. 

Referred to the Committee on World War Vete- 
rans’ Legislation. 

Comment: lf the veteran was, at the time of his 
death, entitled to or in receipt of monetary benefits 
then his widow and children shall be eligible for 
compensation. 

H. R. 569 by Mr. Rankin of Mississippi. 

A Bill to Provide Compensation or Pension for 
the Widows and Children of Deceased Veterans of 
World War I or World War II Who Had Dis- 
abilities Caused or Aggravated by Examination, Hos 
pitalization, or Medical Treatment. 

Referred to the Committee on World War Vete 
rans’ Legislation. 

Comment: Herein Mr. Rankin specifically states 
that if the veteran is a veteran of World War I or 
World War II and dies while entitled to or in re- 
ceipt of monetary benefit his widow and children 
shall be eligible for benefits. 

H. R. 584 by Mrs. Rogers of Massachusetts. 

A Bill to Provide Permanent and Total Disability 
Rating in Active Pulmonary Tuberculosis Cases. 

Referred to the Committee on World War Vete 
rans’ Legislation. 

Comment: The bill reads thus: “That notwith- 
standing any provision of law or Veterans Regula- 
tions, any World War ex-serviceman shown to have 
active pulmonary tuberculosis of compensable de 
gree shall be deemed to be totally disabled for pur- 
poses of compensation when hospitalized.” 


Respectfully submitted, 
Joseph S. Lawrence, M.D., Director 
Council on Medical Service and 


Public Relations. 
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tion, Fluoroscopy, 
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Regional, In- 


X-ray Interpreta- 
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UROLOGY—Two Weeks Course and One 
Course every two weeks. 


CYSTOSCOPY—Ten Day Practice Course every two 
weeks. 


Month 


General, Intensive and Special Courses in all Branches 
of Medicine, Surgery and the Specialties. 


YEACHING FACULTY 
Attending Staff of Cook County Hospital 


Address: Registrar, 427 South Honore St., 
Chicago 12, Illinois 
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E. H. E. TAYLOR, M.D., Med. Director and Resident Physician. 


BORD ORD CHD CFD CFD CHD CHD CFD CFF CHD GHD OVD OF 9 OF9 C49 C49 OF 9 OWS OHS CHD OHI OH ID O4H9 CVO OKV96K9 


_ Ee ve 








TL ne 





l 


1 wh 
i 








I 








